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THE EpIror. 


Tuis paper deals with 5,107 cases of placenta praevia which 
occurred in the confinements of 500,988 women, and with a 
critical study of 4,580 cases. These two numbers differ owing to 
the fact that the sections dealing with placenta praevia in the 
reports are not all set out on the same plan, there being 537 cases 
which, owing to the omission of certain details, it is impossible to 
include in this study. The incidence of placenta praevia in this 
series was I in 98 cases. 

Some authorities criticize adversely the presentation of massed 
statistics, especially those from foreign sources, maintaining that, 
since most readers do not know personally the authors quoted, 
their standing as experts, or their technique, the picture presented 
may be entirely fallacious. In this series, however, such a 
criticism does not obtain so far as the majority of British 
readers is concerned, since the statistics deal with the practice 
of the Professors of Obstetrics in maternity hospitals and chiefs 
in the maternity departments of general hospitals in England, 
Wales, Scotland, Northern Ireland and the Irish Free State. 
Most of the reports cover a period of the last tive years, although 
four are for a longer period. 

Some years ago I mentioned, casually, to Mr. Carnac Rivett 
of the Middlesex and Queen Charlotte’s Hospitals, that an 
immense amount of trouble would be saved to scientific investi- 
gators in our department of medicine if all maternity hospitals 
would issue their reports on a uniform plan and, with his 


* Introductory address to the discussion on ‘‘Unavoidable Haemorrhage”’ at 
the meeting of the British Medical Association held in Melbourne, September 
1935. Published by courtesy of the Editor of the British Medical Journal. 
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characteristic energy, he set to work to get this idea carried out 
by calling the attention of the Obstetric Section of the Royal 
Society of Medicine to the subject, and obtaining a sub-committee 
to draw up a uniform plan. As the result of the deliberations of 
this sub-committee, a uniform plan was eventually decided upon, 
which was agreed to by the Professors of Obstetrics and chiefs 
of the maternity departments in England, Scotland, Northern 
Ireland, and the Irish Free State. 

Many of the more recent reports are issued on this plan, 
which makes an investigation of any obstetric subject much 
easier. Nevertheless, there are certain maternity hospitals in 
which the chiefs have not insisted on their registrars following 
the uniform plan, so that my labour has been enormously 
increased. The Council of the British College of Obstetricians 
and Gynaecologists is now drawing up a special ‘‘Case Sheet’’ 
for maternity cases, which it is hoped will be used by all registrars 
in the future. Lastly, some registrars have an unfortunate habit 
of using capital letters for abbreviations, the meaning of which 
one has not the slightest idea, since there is not any indication in 
some of the reports for what such capital letters stand. If this is 
so for a British investigator, what a hopeless position for one who 
is foreign! I daresay many authors have realized that, during 
my Editorship of The Journal of Obstetrics and Gynaecology of 
the British Empire, I have not allowed such abbreviations 
without an indication of their meaning, and I feel confident that 
our foreign subscribers, of whom we have a large number, must 
often have blessed such a decision. 

The figures I append cannot be made to tally for the following 
reasons; 


In some reports the ages of the patients were not appended. 

the parity of the patients was not appended. 

the period of pregnancy of the patients was not 
appended. 

there was not any note of the variety of placenta 
praevia. 

the details given were so scrappy that it was impossible 
to make any use of them for statistical purposes. 

In many cases the requisite details of the death of the patient are 
omitted. 

In a few there is the simple note ‘‘patient died’’. 

Some registrars are satisfied with reporting two varieties of placenta 
praevia, complete and incomplete, and nowhere in their descriptions 
have they taken the trouble to separate the latter into its two 
recognized varieties. 
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Those cases in which the variety of placenta praevia is given, 
but not the age, are added to cases reported in the main tables. 


Cause. 


The reason why the zygote, or part of it, becomes implanted 
on the lower uterine segment is unknown and the few theories 
advanced as to the cause will, on a critical examination, not hold 
water. The suggestion that subinvolution and chronic endo- 
metritis may be the principal cause is based on the repeated 
statement that placenta praevia is far commoner in multiparae 
than in primigravidae. This is so, but individually—that is 
taking women who have had one, two or more children—placenta 
praevia is far commoner in primigravidae. 

That portion of the body of the uterus situate between the 
level of the internal os and the reflection of the peritoneum off the 
posterior wall of the uterus and the site of entrance of the cervical 
uterine artery in the unimpregnated uterus is known as the 
isthmus, in the pregnant woman as the lower uterine segment. 
An intensive research has been made by Frankl into the 
morphology, pathology, bio-chemistry and microscopy of the 
isthmus, and his findings may be summed up as follows: 

1. The interglandular structure does not take on the same 
degree of decidual formation as does the remainder of the 
corporeal mucosa. 

2. The proportion of fibrous and muscular tissue is greater. 

3. The glycogen content, essential for the growth of the 
fertilized ovum, is lower in the mucosal cells. 

4. In the last three months its depth increases as it comes to 
form the lower uterine segment. 

These findings, which are not germane to this paper, do not 
carry one any further as to the cause of placenta praevia, but 
they are of interest in this sense: 

1. In normal pregnancy the attachment of the lower pole of 
the fertilized ovum is relatively loose, so that as the lower 
segment of the uterus expands the fertilized ovum can expand 
with it. 

2. The glycogen content of the mucosal cells being low is a 
handicap to the normal formation of the placenta, so that the 
placenta is apt to be diffuse and membranaceous. 

3. Such a placenta may be a cause of some of the foetal 
malformations which occur, though it cannot be a common 
cause, as my figures show, but always with the reservation that 
some registrars did not trouble to include such malformations, 
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4. As the result of Frankl’s observations it would appea: 
that the lower pole of the placenta is more firmly attached 
to the lower uterine segment, when it abuts on it. This would 
account for the early onset of bleeding in such a large number o! 
cases, due to the expansion of the lower uterine segment in the 
last weeks of pregnancy. Placenta praevia is certainly respon 
sible for more abortions and miscarriages than is usually 
recognized. 


Age. 

ecaking the five-year periods, the greatest number of patients is between 
31 and 35 years of age, though that between 26 and 30 is only 33 less. 
Placenta praevia occurred most often in patients 32 years of age, and then in 
those of 30 years of age. It would appear that the risk of this complication in 
younger women has increased in more modern times, since it is generally 
placed at a somewhat higher figure. If the ages of the remaining 1502 patients 
had been stated in the reports, whether these would have corrected such an 
impression I know not, but the sample appears to be sufficiently large to 
warrant such a statement. 


AGE OF PATIENT WHEN TREATED IN 3602 CASES. 
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45 oe ee wile 24 a a «os, 200 
BH gh ays Ge-- ee ee, ES Be ty eh. Gee ae. wee 
43 Fen rae an Rist ar 69 26 co. ae rae are sxe | =6AS 
Ae SS in se 25 os Ge Gp ee eee 
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BO. 5s Ge ge ww. one ER 28) wb Gob ‘Sn. Wao T eee OM 
39 bs ct hae pens soe 2ST 22 RI Se ee ee 85 
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37 ee ae w. 150 20 ae oe 2 48 
30 an 5s ee eee SC Se a er ee ee 
35 See oT ae ... 166 18 eh ORS). gas RE ve 13 
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Parity. 

In 4406 patients there were 886 primigravidae and 3520 multiparae, 20.1 
and 79.9 per cent respectively. In comparison it will be seen that, 
individually, the complication occurred far more often in primigravidae. 


NUMBER OF CHILDREN, COUNTING PRESENT PREGNANCY, IN 4406 CASES. 








ist child... ... 886 Mth child .. «. & 
and. ;, es, EO a2th .., a 
ard hs wx we, <) a we we, 
aun, sex. wee, 14th ,, ae ae 
Sth is vase 15th ,, vate fest Oe 
Gth as wo 28 16th ,; neo x 9 
7 a Mi ee SG 7th ss are ce 4 
8th __,, se. ee YOU gs ses edt 2 
goth _,, sia ow 364 19th _,, eat ree I 
1oth ,, cod «s 105 

Primiparae ...  ... 886 Percentage ... «.. 20.1 

Multiparae ...  ... 3520 5 a bce SRS 





4406 100.0 


Period of Pregnancy. 

In the main, the figures given were reported in weeks, as they 
should be. In a few cases the period is given in months, from 
which a calculation could be made in some cases by referring to 
the dates given, and in others by noticing that the registrar took 
a nine months’ pregnancy to be the same as one of 40 weeks. 
(Details on page 308.) 


Clinical Features. 

The clinical features are so well known to all of you, and 
so well described in textbooks on obstetrics, that it is not 
necessary here to discuss them in any detail. It is generally 
taught that, as a rule, repeated attacks of small haemorrhages 
signify that the cause is due to unavoidable haemorrhage rather 
than to that of accidental haemorrhage. The ‘history ’ of the 
bleeding is not, as a rule, mentioned in the reports I have 
examined, but in those cases in which such a history is given 
it would seem that in the majority of cases such warning signs 
are not available. For instance, in the reports of the Glasgow 
Royal Maternity Hospital, which give very complete details, in 
only 35.5 per cent was there any such warning of two or more 
days. In other words, in 64.5 per cent the first bleeding was 
severe enough to call for immediate and definite treatment to 
terminate pregnancy in the safest possible way. 
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PERIOD OF PREGNANCY 4065 PATIENTS 


In 4065 cases there were 2808 patients, or 69.0 per cent, who were 36 weeks 
pregnant and over, and 1257 patients, or 30.9 per cent, who were under 
36 weeks pregnant. The complication was diagnosed most often at term and 
after this at the thirty-sixth week. 

In those reports in which the fact was mentioned, out of 3717 patients 
there were 1463 who were ‘booked’ cases, or 39.3 per cent, and 2254 patients 
who were admitted to hospital under the heading of ‘emergency’ or ‘not 
booked’, or 60.6 per cent. 














No. of 
weeks No. of 
pregnant patients Percentage 
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Diagnosis. 

The diagnosis in the majority of patients is quite easy, and the 
cases may be divided into two groups: 

(1) Those in which the cervical canal is sufficiently patent to 
allow a finger to be passed through it. 

(2) Those in which the external os is closed, so that a finger 
cannot be passed through it. 

The second group comprises those cases in which the placenta 
is far more often of the complete variety, the slight expansion of 
the lower uterine segment being sufficient to cause a little 
separation of the placenta but not sufficient dilatation of the 
internal os to allow the finger to be passed through it. 

The diagnosis in such cases must, for a time, remain uncer- 
tain, and although there are some signs which are advanced as 
indicating that the placenta is praevia, they are not by any 
means absolute. 

Thus, on abdominal examination the placenta, or part of it, 
being situated on the lower uterine segment, may prevent the 
head of the child from engaging in the pelvis of the mother. So 
will a head larger than normal, or a brim of the pelvis smaller 
than normal, and the bleeding may be due to accidental haemor- 
rhage. Again, there may be a malpresentation of the head of 
the child, but there are such malpresentations in accidental 
haemorrhage. Some authorities have asseverated that they can 
feel the low insertion of the placenta on abdominal examination. 
I have never been able to. Lastly, on vaginal examination in a 
normal case one can feel the hard head of the child. How 
striking this is is well known to us all. When we examined our 
first patient in the last month of pregnancy or in labour; one 
wondered however the head could be born. It is true that the 
placenta, being in front of the head, may result in a ‘ cushiony ’ 
feeling on vaginal examination, but such a sign is but very 
little different, if any, from that found in a breech presentation 
complicated by accidental haemorrhage, although I admit that 
such a presentation should have been diagnosed on abdominal 
examination—but have we not, even we seniors, been misled on 
occasions? It is true that the diagnosis of the presentation can 
be made by an X-ray examination, but such is not always 
available. We also know from the work of Professor Munro Kerr 
that if 20 c.c. of uroselectan B are injected through the abdominal 
wall into the amniotic sac, the liquor amnii becomes opaque and 
a shadow of the cavity is shown upon the film, ovoid, irregular 
and sharp. The placenta, which projects into the sac alters the 
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outline of the shadow and a defect in the outline of the shadow 
becomes apparent. This procedure, however, is not without 
certain drawbacks and dangers. In Io patients thus treated, 
labour supervened prematurely, so that apart from any danger, 
this method of diagnosis should not be used till the thirty-sixth 
week of pregnancy or after. 

It was thought at one time, especially after the late Gordon 
Ley’s paper on accidental haemorrhage, that a diagnosis could 
be made between it and unavoidable haemorrhage by the 
presence of a high blood-pressure and albuminuria in the former. 
In tact this author went so far as to assert that if albuminuria 
and a high blood-pressure were absent, so was accidental 
haemorrhage. Since the publication of this paper, however, 
much more light has been thrown on the subject of accidental 
haemorrhage, and these signs are not always present in the non- 
toxaemic varieties. Moreover, the taking of the blood-pressure 
is now almost universal in hospitals, as is the testing of the urine 
for albumin, and both high blood-pressure and albuminuria have 
been noted in many cases of placenta praevia, how often one 
does not know, since many registrars regard the insertion of 
such details as a matter of supererogation, though, on the other 
hand, in some of the reports such details have been faithfully 
recorded. In the reports I have examined albuminuria is men- 
tioned as occurring 176 times. I have been unable to obtain any 
reliable percentage since in a long series of cases the statement 
‘albuminuria’ will occur once, as it were in a burst of enthu- 
siasm, while in other reports it is mentioned not infrequently, 
and it is difficult to believe, unless this complication is due to 
local peculiarities, that in the former some of the urines had not 
been examined, or, if examined, the result had not been 
appended to the reports. However, as a subject for diagnostic 


assessment, albuminuria and high blood-pressure have their 
place. 


Variety. 


There is a certain amount of confusion owing to the various 
names given to different varieties of placenta praevia, such as 
central, complete, incomplete, marginal, partial, lateral, and high 
lateral. Some registrars, for instance, using the term ‘‘marginal’’ 
for what other registrars call ‘‘lateral,’’ and vice versa, but one 
has been able to sort such cases accurately by reading the reports 
of deaths and of other special cases in which the position of the 
placenta is described, and so by turning to the statistical table 
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one has realized what the registrar in question meant by his 
description. Since a patient suffering trom unavoidable haemor- 
rhage is examined on admission and a certain line of treatment 
decided upon at once (or should be), it seems to me correct to 
classify such cases according to which variety of placenta praevia 
was found when the. patient was first examined. Thus if the os is 
entirely covered by placenta I have entered the case under the 
designation of internal os completely covered; if only part of the 
os was covered, under that of internal os partly covered; and if a 
part of the placenta could not be felt except by passing the finger 
up through the internal os and feeling its edge, under that of 
internal os not covered at all. I realize that if the patient is left for 
some time, perhaps with such a procedure as packing the vagina, 
the first or third variety may eventually become the second 
variety, in the first place the edge of the placenta only just 
covering the internal os and in the second reaching right up to 
its margin. Nevertheless, in most cases, surely the doctor has 
to decide what treatment he is going to pursue after examining 
the patient, and if the os is entirely covered, whatever its 
size, in my opinion he would be correct in deciding that he is 
face to face with the first variety, no matter which variety it might 
have become, if a single method of treatment had not been 
decided upon; if it is partly covered, with the second variety; 
and if free, with the third variety, and he should treat the case 
accordingly. 

There remain those rarer cases in which the cervix is closed 
and rigid and the patient is bleeding. Rarer, because bleeding 
signifies dilatation of the lower uterine segment and cervical 
canal and, therefore in most cases, the placenta can be felt. 
In these rarer cases it will be found that most of them are of 
the first variety, since the smallest amount of dilatation is able 
to separate part of the placenta. 


The number of the different varieties in the 4,580 cases was 
as follows: 


Internal os completely covered... .... —....-:1085, Or 23.6 per cent 
Internal os partly covered... 9... 0... «952, OF 20.7 
Internal os not covered atall ...  ... ... 1085, or 23.6 
Internal os not covered at all, or partly 
covered tes CASRN | eke ee) ee ae 
99-7 
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Points to be Observed in the Treatment of a Patient the Subject 
of Placenta Praevia. 
1. Control the bleeding as soon as possible. 


. Do not make a vaginal examination unless prepared to 
embark at once on an appropriate treatment. 


Combat the shock, if such be present. 
Take every precaution to prevent septic infection. 


. Do not hasten delivery, except in cases of Caesarean 
section. 


iS) 


wt ye 


- 


Perforate the placenta if necessary with a sharp-pointed 
instrument. 

7. Whenever possible the patient should be treated in a 

hospital, or first-class nursing home, with expert 

assistance. 


1. Control the bleeding as soon as possible. The patient will 
never be safe until the child is delivered and the uterus well 
retracted. In the cases reported many women died from the 
result of antepartum haemorrhage, there not being any bleeding 
after the child and placenta had been delivered. How best to 
control the bleeding depends on the variety of placenta praevia, 
but taking all cases into consideration, packing the vagina, though 
a bad method, is indicated in the following circumstances, when 
(a) dangerous bleeding is present before the patient can be 
removed to a hospital; (b) the condition of the patient is so 
serious that active treatment should not be employed until she 
has had a blood transfusion or saline and glucose infusion; 
(c) there is a sudden and severe bleeding following a vaginal 
examination and the doctor is not prepared at once to employ one 
of the methods of delivery. Except rarely, the packing is very 
inefficiently done, and in most cases this must be so because of the 
absence of adequate illumination, proper material, instruments, 
and expert assistance. Packing the vagina efficiently is not nearly 
so easy as it seems, and in those cases in which this has to be 
done, because of dangerous bleeding, or the distance of the 
patient’s home from a hospital, the packing should be soaked in 
an efficient antiseptic. Of the cases reported, to the number of 
34, in which the vagina is stated to have been packed, before 
admission, 23.5 per cent died of sepsis, although in 26.0 per cent 
the condition of the patients was noted as ‘‘good’’ on admission. 
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The packing is noted in many cases on admission as being of a 
very elementary nature, a few inches of gauze being inserted, 
which on removal stank. 

The importance of controlling the bleeding as soon as possible 
is reflected in the returns of deaths from post-partum haemor- 
rhage. It must be remembered that post-partum haemorrhage 
after delivery in a case of placenta praevia is a far different 
proposition than otherwise, since a fatal termination requires, as 
a rule, more than a pint of blood to be lost in the latter, whereas 
in the former, because of the antepartum haemorrhage, and often 
the deficient retraction resulting therefrom, a few ounces will 
suffice. The delivery of the placenta should, therefore, not be 
hurried, unless the patient is bleeding dangerously. So long as 
the latter is not present, the placenta should be allowed to 
separate naturally, no matter, within reason, how long this takes, 
during which measures may be taken to improve the condition of 
the patient. To remove the placenta manually, because it has 
not separated in the usual time, is fraught with great danger of 
infection and, in cases of placenta praevia especially, with that 
of a fatal termination from shock. It must not be forgotten that 
in cases of placenta praevia the lower uterine segment is more 
friable and runs an enhanced risk of being torn during manipula- 
tions to deliver the child. More than one case is reported in 
which such an injury resulted in death from post-partum haemor- 
rhage. If there is abnormal bleeding after the third stage of 
labour, at once examine the cervix. It will be seen that post- 
partum haemorrhage is, with shock, the second commonest cause 
of death, 18.0 per cent, and in 22.4 per cent of the cases the 
condition of the patient on admission was noted as ‘‘good’’. 

2. Do not make a vaginal examination unless prepared to 
embark at once on an appropriate treatment. It is true that 
the treatment, for haemorrhage, may have to be resorted to 
before the patient can be removed to hospital, but such cases 
are few and far between. A vaginal examination may easily 
separate an additional area of placenta, or disturb blood clots, 
with the result that the amount of bleeding may increase to a 
serious extent before the patient can be sent into hospital, or 
expert assistance can be obtained. Nevertheless, when a patient 
is so far in pregnancy that her bleeding suggests placenta praevia 
as the cause, unless her home surroundings are such that they 
can be treated with complete confidence, she should be at once 
transferred to a hospital, or first-class nursing home, before a 
vaginal examination is made, not only for the reasons stated 
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above, but also because the temptation to pack the vagina will be 
obviated. ‘ 

3. Combat the shock, if such be present. Death from shock 
is not only due to the antepartum haemorrhage, and I think the 
number thus dying might be decreased with a more complete 
understanding of the case as it presents itself. Shock was 
responsible for 18.0 per cent of the patients, and of these 34.5 
per cent were noted as being in a ‘“‘good’’ condition on 
admission. In only a very few cases of those patients dying 
from shock is a note appended to the account of the death that 
any steps were taken to treat the shock by blood transfusion, 
saline infusion, or other methods. It is true that the registrars 
may have neglected to mention such measures if and when they 
were employed, but taking the figures at their face value, 
manipulative treatment by various methods was resorted to in 
18 cases when the condition of the patient on admission was noted 
as “‘collapsed’’. If a patient is admitted whose condition on 
admission is noted as ‘‘collapsed’’, ‘‘blanched’’, or ‘‘shocked’’, 
the danger of death is great. In the details dealing with the 
deaths of those patients who died ‘‘undelivered’’, a full account 
is generally given of the unsuccessful methods taken to deliver 
the child, but it would appear, from the absence of such 
information, that but few measures were taken to improve the 
condition of the patient before resorting to one or other method 
of delivery. Since all these patients died the result might not 
have been any different, and perhaps better, if recuperative 
measures had been tried before those of an active method were 
resorted to. Provided the haemorrhage has been controlled, 
severe shock and collapse is an indication to delay operative 
interference until the appropriate treatment has been given and 
until some degree of recovery has resulted. If the haemoglobin, 
which can be easily and quickly estimated in the ward, is below 
30 per cent immediate blood transfusion is indicated. As such 
patients require both fluid and red cells, 500 to 600 c.c. should 
be given. If the anaemia is less severe a smaller transfusion 
should be given, say 250 to 300 c.c., or alternatively intravenous 
infusion of saline and glucose, and with shock and low blood- 
pressure 50 to 100 c.c. of a 30 per cent hypertonic solution. A 
blood-pressure below 100 mm. systolic is a danger signal and 
an indication to delay operative interference, if possible, until 
treatment has been applied. Drugs appear to be of little value, 
but ephedrine, adrenalin, or coramine are most likely to help 
circulatory failure. Bandaging of the limbs may also be tried, 
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hot drinks given and hot-water bottles applied. When a patient 
suffering from shock is admitted to hospital the blood of those 
relatives who accompany her should be typed in case a blood 
transfusion is considered desirable then, or at some later date. 
While the doctor is thus delaying operative treatment, if there is 
any bleeding worth speaking about, he should pack the vagina 
efficiently, taking every precaution to prevent septic infection. 

4. Take every precaution to prevent septic infection. The 
commonest cause of death from placenta praevia, apart from 
those patients who died undelivered, is septic infection. Owing 
to the placental site being so near the vagina and the necessity 
of touching the placental site in many of the methods of delivery, 
together with the inevitable bleeding lowering the resistance of 
the patient, it is not to be wondered at that septic infection heads 
the list of fatal causes, 20.5 per cent. Nevertheless, in 63 per 
cent of the patients who died of septic infection their condition 
on admission was noted as ‘“‘good’’. It has already been pointed 
out that 23.5 of the patients in whom the vagina was packed died 
of sepsis, as also did 18.4 of those from whom the placenta was 
manually removed. Keeping in mind the suggestions here 
offered, the number of deaths from septic infection may perhaps 
be reduced. 

5. Do not hasten delivery, except in cases of Caesarean 
section. Even in some cases of Caesarean section it might be 
advisable to wait until the condition of the patient had improved. 
In 14.6 of the patients who were subjected to this operation the 
condition on admission was noted as. “‘collapsed’’, and they all 
died. 

Shock, post-partum haemorrhage, tears of the cervix and 
lower uterine segment, and an increased risk to the child are . 
associated with the hastening of delivery, and the risk of septic 
infection is enhanced by the methods taken to deliver the child 
quickly. Having brought down a leg, for instance, the tempta- 
tion to deliver the child forthwith cannot be resisted by some 
doctors. So long as there is not any dangerous bleeding the 
labour should be allowed to progress otherwise normally, 
measures being taken meanwhile to improve the condition of 
the patient. There will thus be an increased opportunity for the 
open vessels in the placental site to thrombose when the labour 
is slow and for the uterus to regain, or enhance, its rectractile 
power. The lower uterine segment is more liable to injury in 
cases of placenta praevia. An exception to Herman’s aphorism 
of ‘‘slow extraction and antisepsis’’ is when a bag, having been 
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inserted and later expelled, the absence of pressure on the 
placental site may result in the onset of a dangerous bleeding, 
when the child must be delivered, and the case enters the 
composite class. 

6. Perforate the placenta, if necessary, with a sharp-pointed 
instrument. As will be seen, the best treatment for a patient 
whose os is completely covered with placenta appears to be 
quite obvious, except when the surroundings and absence of 
expert assistance contra-indicate Caesarean section. As a rule, 
therefore, perforation of the placenta will not be called for. If, 
however, such a procedure has to be adopted, as Bethel Solomons 
has pointed out, a sharp-pointed instrument should be used, since 
otherwise the placenta may further be separated, in which case 
furious haemorrhage has resulted. 

7. Whenever possible the patient should be treated in hospital 
or in a first-class nursing home, with expert assistance. So far 
as the hospital, or nursing home, are concerned, I need not 
stress their great advantage. It is obvious that the patient 
should be treated in such surroundings that the chance of 
infection is diminished so far as is humanly possible. Moreover, 
with all the appliances handy to deal with the case the patient 
will be far safer, since one never knows when her condition may 
not suddenly become worse. In these reports there are several 
instances in which the bleeding had stopped, or had been reduced 
to a minimum, and suddenly a furious, and in some cases fatal, 
haemorrhage occurred. 

So far as expert assistance is concerned I am not suggesting 
that every case of placenta praevia must be treated by a member 
of the honorary staff of a maternity hospital, or maternity 
department of a general hospital, but I do emphasize the point 
that a doctor who sets out to treat a case of placenta praevia 
should have an efficient knowledge of the art and practice of 
obstetrics. Placenta praevia is a comparatively rare complica- 
tion in private practice, whereas in hospitals it is not particularly 
uncommon. The average doctor in private practice will have 
but very few opportunities of dealing with this complication, 
and the majority will not have had that experience which 
may be gained by acting as a resident officer in a maternity 
hospital or department, whereas members of an honorary staff, 
during the long years of their appointment are fully conversant 
with the treatment of such a complication as placenta praevia. 
I believe, with respect to obstetrics as a whole, the British 
College of Obstetricians and Gynaecologists will be of great 
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service to the community, since the regulations for admission 
to the examination for its Diploma are such that the candidate, 
to be successful, must not only have a very good knowledge 
of the science of obstetrics, but also must produce proof that 
he has held a resident obstetric appointment, and that his 
practical experience has attained a certain high standard. The 
increasing number of successful candidates for this examina- 
tion affords ample proof that the obstetrical services available to 
mothers in our country, as well as those in the Dominions and 
Colonies, will in the future be infinitely better. The value of 
expert assistance is shown by a remark made to me by one 


- of our leading Professors of Obstetrics who, when in the course of 


preparing a new edition of his book, had to read the notes of 
cases of placenta praevia which had been treated in his hospital 
over a series of years, found that the results were infinitely 
better when he, or his colleagues on the honorary staff, had 
treated the patient from the commencement, than when one of 
the resident officers had commenced the treatment. 


You will find in Tables I, II, III and IV a description of every 
technique employed to deliver the child both by the single and 
composite methods. In the following remarks I shall confine 
myself principally to the single methods, since the samples of 
composite methods are comparatively small when compared 
with that of the single methods; and the composite results 
should not encourage a doctor to employ them unless he is 
forced to do so for some adequate reason. 

The material comprised in the reports of the 4,580 cases of 
placenta praevia has been analysed with the view of ascertaining 
by which method, or methods, the best results are likely to be | 
obtained, so far as the mother and her child are concerned, 
although it is held in general by the profession that the mother 
must have the first consideration. In so many patients the 
labour starts prematurely, the child being stillborn, or if born 
alive dies within a comparatively short time, and even at term 
the foetal mortality in most cases is high. It used to be thought 
that if the bleeding started before the thirty-sixth week of preg- 
nancy and was not dangerous, an attempt ought to be made to 
tide the patient over the intervening period until the child, if 
born alive, might have a fair chance of living. Although such 
treatment is worthy of consideration for cases of accidental 
haemorrhage, for those of placenta praevia it is bad treatment. 
If a patient has started to bleed thus early she will certainly 
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bleed again, and perhaps fatally. Moreover, if a patient starts 
to bleed before term, and certainly if before the thirty-sixth 
week of pregnancy, a good portion of her placenta may be 
situated well over the lower uterine segment, the most dangerous 
variety, and steps should be taken to terminate the pregnancy 
while the condition, of the mother is good. It is a fatal mistake 
for a doctor to temporize in order to see what will happen. 
Dangerous bleeding may supervene at any time, when the 
environment of the patient may be most unsuitable, expert 
advice difficult to obtain at a moment’s notice, and blood 
transfusion, if desirable, practically impossible to achieve. As I 
have stated, if bleeding occurs, the patient should be sent into 
hospital or some other suitable institution. 

When deciding which method of treatment to pursue it is 
necessary to take many things into consideration, such as the 
obstetrical experience of the doctor attending the patient; the 
variety of placenta praevia; the amount of bleeding which has 
taken, and is taking place; the degree of dilatation of the 
cervix; the general condition of the patient, and whether she is 
a primigravida or multipara. The obstetrical expert, from his 
large experience, is able to weigh these various points and, 
acting accordingly, will obtain the best results. 

That the methods employed to deliver the child must be varied 
up to a certain point is evidenced by their notable diversity, as 
mentioned in the reports. For instance, when the internal os 
was completely covered, 47 different methods were employed to 
deliver the child; when the internal os was partly covered, 51 
different methods; when the internal os was not covered at all, 
41 different methods; and when the variety of placenta was 
labelled as ‘incomplete,’ that is to say, combining the varieties 
in which the internal os was not covered or partly covered, 51 
methods. In view of the fact that all these patients were treated 
by, or under the supervision of, well recognized obstetrical 
experts, one must assume that each method employed was the 
best in the circumstances. I am inclined to think, however, 
that if it were possible for the doctor to decide which was the 
one best method to employ in a certain case and carried this out 
until the labour had terminated, better results would be obtained 
than when he employs what I have termed ‘ composite ’ treat- 
ment, that is to say, more than one method for the sarne patient, 
such as a bag and internal version, and the particulars given in 
these reports appear to bear out my contention. From Tables 
V to XIII (pp. 428-432) it will be seen that the death-rate is 
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lower and the percentage of live children far higher for patients 
36 weeks pregnant and over when a single method was used than 
when composite methods were employed. For patients under 36 
weeks pregnant the same holds good, with the exception of when 
the internal os is completely covered. It is true that the sample of 
the composite method is small when compared with that of the 
single method, but the results appear to support that great axiom 
in the practice of midwifery ‘ interfere with labour as little as 
possible.” Nevertheless, one must recognize that circumstances 
may arise during the treatment of a patient suffering from placenta 
praevia which make imperative an alteration in the method first 
employed. 

These results seem to amplify the suggestion that cases of 
placenta praevia may on occasion be over-treated. I realize that 
it is a far different proposition sitting in one’s armchair evaluating 
statistics than having to treat a case of placenta praevia, and 
since the reports do not contain any indication as to why these 
methods were employed, perhaps such a criticism is not fair. 
I give the figures for what they are worth. 


Internal Os Completely Covered. 

A reference to Tables I, V and VI will show that apart from the 
case of spontaneous delivery, which may be disregarded, and a 
few composite methods with numbers so small that they can be 
ignored, Caesarean section, for patients 36 weeks pregnant and 
over, is by far the safest method of delivery both for the mother 
and child. The maternal mortality, 4.1 per cent, is low, and the 
percentage of children born alive and lived, 84.1, is high. 
It may be argued that such a method is all very well in the 
hands of an expert, but every case of placenta praevia should 
be, whenever possible, treated by an expert. What are the 
alternatives? The next largest groups are those containing 
patients treated by bipolar version, with a maternal mortality of 
7.9 per cent and a percentage of living children of 14.5, those 
treated by internal version with a maternal mortality of 17.6 per 
cent and a percentage of living children of 17.1, and those 
treated by pulling down a leg in breech presentations with a 
maternal mortality of 16.1 per cent and a percentage of living 
children of 34.4. The total corresponding percentages for single 
methods are 6.7 and 52.1, and for composite methods 13.9 and 
25-3 per cent. 

When one turns to patients under 36 weeks pregnant the 
advantage of Caesarean section is not so outstanding when 
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compared with the method of pulling down a leg in breech 
presentations, having a maternal mortality of 6.5 per cent as 
against that of 3.5 per cent, but the percentage of children who 
lived in the former was 38.4 per cent as against 3.5 per cent, this 
striking difference being obviously due to the fact that there is a 
far greater chance of delivering a living premature child when 
this can be accomplished quickly and without any pressure on the 
child than when the opposite conditions obtain. If the breech is 
not presenting and the child can be turned by external version 
and a leg pulled down, the maternal mortality is 6.2 per cent and 
the foetal mortality 87.5 per cent. If, however, the breech is not 
presenting and the child cannot be turned by external version, 
then delivery by the bipolar method entails a maternal mortality 
of 13.5 per cent and a foetal mortality of 93.9 per cent, so that 
Caesarean section is the better proposition. The results of the cases 
of Caesarean section might, with good fortune, have been far 
better; since of the four fatal cases, two died of post-partum 
haemorrhage and one each of diabetic coma, intestinal obstruc- 
tion and shock respectively, the patient who died of shock 
being subjected to operation in a ‘ collapsed’ condition. Of the 
12 deaths of patients over 36 weeks pregnant following Caesarean 
section three died of pneumonia, three of septic infection, two of 
shock, and one each respectively of acute yellow atrophy, 
post-partum haemorrhage, pulmonary embolism, and peritonitis. 
Of these nine were admitted in a ‘ good’ condition. 

Many authorities affirm that if there is the slightest suspicion 
of septic infection when the patient is admitted Caesarean section 
should not be performed. Bright Banister, however, has pub- 
lished a series of cases of Caesarean section in which infection 
was definite before operation, with 100 per cent recovery of the 
patients, after swabbing the interior of the uterus at the time of 
the operation with violet green antiseptic. Other authorities 
maintain that if the child is dead Caesarean section should not 
be performed. The figures, however, show that for patients 36 
weeks pregnant and over such a proposition is untenable since, 
whether the child is dead or alive, the maternal mortality is 
far lower than by any other method. 

In addition to the causes of death in Caesarean section 
mentioned above, the following are those of the deaths mentioned 
in Table I: Insertion of bag, 2: sepsis; post-partum haemor- 
rhage. Bipolar version, 36: sepsis, 10; shock, 9; post-partum 
haemorrhage, 10; pneumonia, 2; uraemia, 2; peritonitis, 1; 
pulmonary embolism, 1; air embolism, 1. Caesarean hysterec- 

410 














see 

















UNAVOIDABLE HAEMORRHAGE 


tomy, I: acute bronchitis. Craniotomy, 3: sepsis; shock; 
rupture of the uterus. Breech extraction, I: post-partum 
haemorrhage. Evisceration, 1: shock. Forceps, 3: shock. 
Internal version, 10: sepsis, 2; shock, 4; post-partum haemor- 
rhage, 3; uraemia, 1. Pulling down leg, 12: sepsis, 2; shock, 3; 
post-partum haemorrhage, 4; ruptured uterus, 1; perforated 
duodenal ulcer, 1; missing, 1. Packing vagina, 3: sepsis; post- 
partum haemorrhage; pneumonia. Rupture membranes, I: 
shock. Scalp traction, 1: shock. Vaginal Caesarean section, I: 
pulmonary embolism. 


Internal Os Partly Covered. (Tables II, VII, and VIII.) 


When the leg was pulled down, in breech presentations, the 
maternal mortality was nil, and that of the children 42.8 per cent 
in I4 cases. 

Taking the larger numbers, most of the patients suffering from 
this variety of placenta praevia 36 weeks pregnant or over were 
treated by the methods of bipolar version, 117 cases; expectant 
treatment, 83 cases; rupture of the membranes, 82 cases; and 
Caesarean section, 56 cases. The best result to the mother, 1.2 
per cent mortality, is reported after rupture of the membranes; 
next, after Caesarean section, 1.7 per cent; then, with bipolar 
version, 3.4 per cent; and, lastly, with expectant treatment, 3.6 
per cent. From the point of view of surviving children, 
Caesarean section, as would be expected, stands far above the 
others with a percentage of 89.2, followed by expectant treat- 
ment, 77.1 per cent; rupture of the membranes 59.7 per cent, 
and bipolar version, 29.9 per cent respectively. 

The difference in the maternal mortality between rupture of 
the membranes and Caesarean section being but half per cent to 
the disadvantage of the latter, which has an advantage of 
29.5 per cent of children surviving, makes, in my opinion, 
when the breech is not presenting, Caesarean section justifiable 
if the parents express an emphatic wish for every step to 
be taken to secure a living child and the operation can be 
performed by an expert, in favourable surroundings and the 
condition of the patient ‘good.’ Bipolar version has nearly 
the worst maternal mortality and by far the worst foetal 
mortality, as in the variety when the os is completely covered. 
It must be remembered, however, when the bleeding is dangerous 
and the facilities for Caesarean section not as perfect as they 
should be, so far as the mother is concerned bipolar version is a 
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good method of treatment. When the leg is pulled down after 
the child has been turned, and from the reports it is obvious 
that in most cases the leg was pulled down, the half breech fits 
the lower uterine segment much more snugly than the bag. In 
addition, bipolar version enables the pressure on the placental site 
to be kept up until the child is born, assisted when necessary by a 
two-pound weight attached to the leg, whereas when the bag has 
been used, directly it has been expelled from the uterus such 
pressure ceases and, on occasions, dangerous bleeding ensues 
when the child has to be delivered forthwith, which places the case 
in the composite class. A bag will control the bleeding, dilate the 
cervix, and perhaps excite uterine contractions, while it is in situ, 
but it may not be available and the best of them deteriorate 
somewhat quickly so that, as has often happened, when the 
doctor decides to use a bag, if he possesses one, he finds that it 
leaks. Also by the use of a bag the presentation may be changed, 
in which circumstance the malposition has to be rectified and the 
case passes into the composite class. 

It is true that with the method of scalp traction, 35 cases; with 
internal version, II cases, and extraction with the forceps, Io 
cases, there was not any maternal mortality, but the numbers are 
small, and the foetal mortality was 52.8, 72.7, and 50 per cent 
respectively. If to enhance the numbers the composite cases are 
included, the maternal mortality of scalp traction is 5.2 per cent, 
in that of internal version nil, and that after the use of the forceps 
4.1 per cent, their respective foetal mortality being 37.6, 72.7 
and 58.3 per cent respectively. 

The advantage of scalp traction is that the special forceps can 
be introduced quickly and through an os too small for bipolar 
version or insertion of a bag. A disadvantage of version, apart 
from that of septic infection and the foetal mortality, is that the 
manipulations are apt to cause free bleeding. 

Packing the vagina has a maternal mortality of 5.0 per cent 
and a foetal one of 50.0 per cent. I have already referred to the 
disadvantages of packing the vagina, and although, obviously, 
it cannot be assumed that all the deaths which occurred when 
the vagina was packed were due to this accessory method, if 
all the cases which were packed in the three varieties of placenta 
praevia are taken, 227 in number, the maternal mortality was 
12.1 per cent and that of the child 72.0 per cent. 

For patients under 36 weeks pregnant the results are as 
follows: Rupture of the membranes, 54 cases and Caesarean 
section, 9 cases, maternal mortality nil; foetal mortality, 63.7 and 
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55-5 per cent respectively; bipolar version, 118 cases, maternal 
mortality, 2.5 per cent, foetal mortality, 73.2 per cent; and 
expectant treatment, 38 cases, 2.6 per cent maternal mortality, 
and 63.5 per cent foetal mortality. 

The cause of the deaths in Table II were as follows :—Bipolar 
version, 8: sepsis, 3; shock, 3; post-partum haemorrhage, 1; pul- 
monary embolism, 1. Caesarean section, 1: shock. Expectant 
treatment, 4: sepsis, 2; shock, 1; post-partum haemorrhage, I. 
External version, I: missing. Forceps, 1: post-partum haemor- 
rhage. Packing vagina, 1: pulmonary embolism. Rupture 
membranes, 1: tuberculosis. Scalp traction, 5: sepsis, 3; shock, 
I; post-partum haemorrhage, I. 


Internal Os not Covered at all. (Tables III, 1X, and X.) 

The statistics under this heading appear to suggest that 
patients suffering from placenta praevia when this organ is 
free of the internal os are apt to be over-treated. For instance, 
if Table IX is turned to, it will be found that there were 54 cases 
of Caesarean section on patients over 36 weeks pregnant with 
a maternal mortality of 9.2 per cent. It is true that the per- 
centage of surviving children was 92.5, but even this is too 
high a price to pay. It occurred to me that, owing to registrars 
differing in their terminology of the varieties of placenta praevia, 
I might have made a mistake and that these cases should have 
been included with those in which the internal os is partly 
covered, but on a re-examination it was not so. I, therefore, 
take it that there must have been some very urgent reason why 
Caesarean section was performed, especially when one turns to 
the variety labelled ‘incomplete’ by some registrars, which 
includes both those in which the internal os is partly covered 
and not covered at all, and in which the maternal mortality for 
105 cases was 2.8 per cent and the children surviving 82.6 per 
cent. The results are worse in patients under 36 weeks pregnant 
with a maternal mortality of 12.5 per cent and a foetal survival 
of 37.5 per cent. From Table III it is obvious that the correct 
treatment for placenta praevia when this does not overlap the 
internal os is to “‘wait and see.’’ With such treatment there 
were 267 cases without a maternal death and a survival rate for 
the children of 71.1 per cent, taking in cases both over and 
under 36 weeks pregnant. The next best results are gained by 
rupturing the membranes in cases over 36 weeks pregnant with 
a maternal mortality of 0.7 per cent and 74.2 per cent children 
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surviving. Under 36 weeks pregnant the results were not so 
good with a maternal mortality of 4.0 per cent and 47.0 per cent 
children surviving. 


Internal Os Partly Covered or not Covered at all. (Tables IV, 
XI, and XII.) 


These Tables show the results obtained at some hospitals where 
it is apparently the custom to recognize only two varieties of 
placenta praevia, complete or central, and incomplete. It is, 
therefore, impossible to obtain information similar to that dis- 
played in Tables II and III. If, however, the figures of the 
corresponding methods given in Tables II and III are added 
together and then compared with those in Table IV one can 
estimate, with some interest, the results obtained by the different 
methods at two sets of hospitals, A and B. (Table XIV, p. 433.) 

The remaining single methods of treatment, of which there are 
any number worth consideration, give the following results: 





Percentage Percentage 
maternal _ children 





mortality alive Condition on admission 
Packing the vagina ... 4.1 66.6 Poor; poor 
Scalp traction ... ... 15.0 74.0 Good; fair; anaemic 
Internal version... ... 17.6 17.6 Good, 2; fair; blanched; — 


Forceps sie. jee ahs 5.8 82.3 Good, fair, poor, collapsed 





The results in these cases are somewhat better for the 
composite methods, except in the case of extraction with the 
forceps, when the maternal mortality was 27.2 per cent and the 
foetal mortality 72.7 per cent. 

The following are the causes of deaths in Table III: Insertion 
of bag, I: sepsis. Bipolar version, 13: sepsis, 5; shock, 4; 
post-partum haemorrhage, 2; pneumonia, I; cardiac disease, I. 
Caesarean section, 6: sepsis, 2; shock, 2; pulmonary embolism, 
I; pneumonia, 1. Craniotomy, 1: shock. Forceps, 4: sepsis; 
pyremia; shock; post-partum haemorrhage. Internal version, 5: 
sepsis, I; post-partum haemorrhage, 4. Pulling down leg, 2: 
sepsis; post-partum haemorrhage. Packing vagina, 2: shock; 
post-partum haemorrhage. Rupture membranes, 4: sepsis; gas- 
gangrene; shock; post-partum haemorrhage. Scalp traction, 3: 
sepsis, 2; diabetic coma, I. 
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For this purpose the composite methods are added to the 
single methods since the former differ but little in the two sets, 
and the vast majority of the figures refer to single methods. 
When the patients were 36 weeks pregnant or over, in hospitals A 
the maternal mortality was worse for five methods out of ro, 
namely when using a bag, performing Caesarean section, bipolar 
version, internal version, and scalp traction; and better in five 
expectant treatment, extraction with the forceps, pulling down 
leg, rupture of the membranes, and packing vagina. In the cases 
in which the maternal mortality was worse the proportion of 
living children was better in four. When using a bag, internal 
version, packing the vagina and scalp traction, there were no 
deaths in either case, and the same number when rupturing the 
membranes. 

When the patients were under 36 weeks pregnant the maternal 
mortality in hospitals A was better in three methods, namely when 
performing Caesarean section, extraction with the forceps, 
and expectant treatment; and worse in bipolar version, pulling 
down a leg, and scalp version. With respect to the percentage 
of children surviving, better results were obtained in hospitals A 
in six instances and worse in four. 

The causes of death in Table IV were as follows: Bipolar 
version I3: sepsis 2, post-partum haemorrhage 4, and one each 
from shock, pneumonia, bronchitis, uraemia, eclampsia, heart 
disease, and N.A.B. poisoning. Caesarean section g: sepsis 2, 
peritonitis 2, and one each from shock, post-partum haemorrhage, 
pneumonia, intestinal obstruction, and uraemia. Craniotomy 2: 
sepsis and rupture of the uterus. Expectant treatment 5: sepsis, 
peritonitis, shock post-partum haemorrhage, and toxaemia. 
Forceps 5: sepsis, pyaemia, post-partum haemorrhage 3. 
Internal version 3: sepsis, shock, post-partum haemorrhage. 
Pulling down leg 3: shock,. post-partum haemorrhage, toxaemia. 
Packing vagina 2: sepsis and shock. Rupture of membranes 6: 
sepsis, shock, post-partum haemorrhage, pulmonary embolism, 
and uraemia 2. Scalp traction 3: sepsis, shock, post-partum 
haemorrhage. 


415 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


COMPLICATIONS AS REPORTED 


Albuminuria 


Malpresentations : 


Breech and footling 


Brow 
Face 
Hand _... 
Oblique ... 


Malformations : 
Anencephalus 


Exomphalos ... 


Foetal ascites 


Hydramnios ... 


Mongolian 
Monster 


Spina bifida ... 


Anencephalus, 


Prolapse of the cord ... 


Sepsis 


meningocele, spina bifida 


176 


593 


96 


_ 
HH eH HH COOH W OO 


67 
152 





The numbers given above do not, obviously, represent the true facts. 


In 


some, reports such information is not given, and it is impossible to believe 
that one or other of the complications mentioned above did not occur in the 
practice of these hospitals. The presence of albumin in the urine is carefully 
noted in some reports of these hospitals, and then in other reports of the 
same hospitals no mention is made of the complication. 





DEATHS 

CAUSES 
SUPSISiGs acs... See) Seb 66 Bronchitis 
Post-partum haemorrhage 58 Cardiac disease 
Shock 58 Eclampsia 
Pneumonia ... ae 12 Pyaemia 
Pulmonary embolism ... 8 Tuberculosis 
Uraemia Duodenal ulcer 
Peritonitis ... Gas-gangrene ne 
Toxaemia ecu ox Acute yellow atrophy ... 
Ruptured uterus... ... 0... N.A.B. poisoning 


Tear of lower uterine segmen 
Intestinal obstruction ... 
Diabetic coma 





Air embolism 
Anaesthetic 
Undelivered 
Not reported 


| 
| 
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AGES OF THOSE PATIENTS WHO DIED 














Percentage 
20 years of age 2 62 
21 years of age to 25 13 4.05 
26 5 4» 9» 9 30 57 17.76 
5) ey Serer es 5 69 21.49 
50. ss te ee a 70 21.8 
40 5p en 455 29 9.03 
Not reported ... 81 25-3 
TOTAL 321 
NUMBER OF CHILDREN OF THOSE PATIENTS WHO DIED 
No. of 
No. of patients 
children who died Percentage 
oO 10 3:3 
I 52 16.2 
2 58 18.07 
3 35 10.9 
4 45 14.02 
5 21 6.5 
6 ZI 6.5 
2 19 5.2 
8 13 45 
9 9 2.8 
10 9 2.8 
oe 5 1.5 
12 2 -62 
13 5 1.5 
14 3 93 
ry 2 62 
ROD, © 25. as I 31 
Not reported II 3-4 
TOTAL 321 


These figures do not support the statement that the percentage of deaths 
increases with the parity of the patient, at anyrate after the woman has had 


four children. 
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VARIETY OF PLACENTA PRAEVIA IN THE FATAL CASES. 








Percentage 
Internal os completely covered... .. use vee wee TOT 50.1 
internalos partly covered «ccs iss dss we 9.9 
Internal os not covered at all Sip.” Hess Sas, “gen kee” «GS 18.07 
Internal os not covered at all, or partly covered ... ... 70 21.8 
TOTAL kee Seige, Seed nespet eee eee) Gace ae lea, ON 





STATE ON ADMISSION OF THOSE PATIENTS WHO DIED 





00d) sc; 9 su. Agi ey «= se EOS Bad 


a ree 3 
PANG ck aes easy, cele ee GE Grave bik) eee. Chee rele 
Gollapsed 0.0 a fae ae, Critical I 
Blanched =... «. «. “a. 30 Shocked 2 
MOMIDUNG .:, ss: ays | hes RP Very ill gif eee 1 
POOP cc “sw “ey eae a Not reported KA. “ea Wen 630) 





POTAE- sr Ok Ake ~ en we ee 9 OE 





Of those patients whose condition on admission was recorded, in 
36.5 per cent of cases it is entered in the notes of the case as good. 


METHOD OF ADMISSION TO HOSPITAL OF THE PATIENTS WHO DIED 





Booked lee dicnos Geka" amees eee 38 
PUMEMBENGY ec kee nes, see wt, STS 
No information ... 2.00... 00 .. 165 
MADER; Sis! . Anny A - “ee eee poe. SSR 





My thanks are due, for information additional to that con- 
tained in the reports I possess, to Miss Margaret Donald, of 
St. Mary’s Hospital, Manchester, as also to Dr. G. A. Gerrard, 
the Registrar of that hospital; to Dr. Patrick Playfair, Registrar 
to Queen Charlotte’s Hospital; to Dr. Clifford Kennedy, Registrar 
to the Edinburgh Royal Maternity Hospital; to Dr. Malcolm 
Black, Registrar to the Glasgow Royal Maternity Hospital; to 
Dr. J. R. Blaikley, Obstetric Registrar, Guy’s Hospital; to the 
Resident Medical Officer, Birmingham Maternity Hospital; to 
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Dr. Frewer, Resident Medical Officer of the City of London 
Maternity Hospital; to Dr. Evan Beford; and to Mr. Sherratt for 
very kindly checking the figures in this study. 


The details are abstracted from the Reports of the following 
17 hospitals: 


London. City of London Maternity Hospital. 
East End Maternity Hospital. 
General Lying-in Hospital. 
Guy’s Hospital. Maternity Department. 
University College. Obstetric Unit. 
Queen Charlotte’s Maternity Hospital. 
Provinces. Birmingham Maternity Hospital. 
Jessop Hospital for Women. Maternity Department. 
Leeds Maternity Hospital. 
Liverpool Maternity Hospital. 
Princess Mary Maternity Hospital, Newcastle. 
St. Mary’s Hospitals, Manchester. Obstetric Department 
Scotland. Glasgow Royal Maternity Hospital. 
Edinburgh Royal Maternity Hospital. 
Northern Ireland. Belfast Maternity Hospital. 
Irish Free State. Coombe Maternity Hospital. 
Rotunda Maternity Hospital. 
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TaB_eE I. 
INTERNAL OS COMPLETELY COVERED 
36 Weeks pregnant or over Under 36 weeks pregnant | - 
Methods of treatment be, & ge | be, & ge ¢ | 

Z5 A O@ S53 65/ zB 6 SS SESS] 

= esa eee | g 

1. Bag 8 1 : >. = ae | I , 

2. External version... ... | i I =. = scale 2 : 

3. Bipolar version... ... | 189 139 28 157 8 | tr 15° 7 «98 9 | 3 : 
4. Extraction. 2... 6% <= == 6 I1—- — ode ae 
5. Pack Ce tae nee |e eae I 18 1 7 — 6 t= | 5 
6. Pack, extraction ..._... I I =a aR ce 2 = oe | 6 
7. Pack, rupture ie Mee 2S SS 2 See ES 2 | 74 
BRE cs ees? Awesse es ose i 5. = 3 a o= i 4 
9. Breech extraction... ee a 2° Ek FS es | 9 
10. Caesarean section ... | 288 12 244 29 17 6r 4 25 15 25 10 
11. Pack Regs Wester cet, Bees ant So -- 4 3 és! Lee SSS em II 
12. Lower segment ... ... L = a. = 2 « vs I— 12 
PS, WAPAGON, cece Sis tes cons SS oS 2 + I — =. 13 
14. Hysterectomy... ... | 10 1 8 a) Ae = SS See 14 
15. Hysterectomy bag .. | — — —- —- = 2 I — 15 
16. Craniotomy ...... «.. a sa a I—- — oe 16 
17. External version, leg ... i: SI 2 = --—lUc rl Cc Ol 17 
18. Bipolar version ... ... 2 Se 2 = SS SS eS 18 
19. Internal version bag ... lL: = = -_- - ee 19 
20. Hupetiamt «.. ... .. | a Ss = 2 ee I 9 2 20 
21. Evisceration ae -- - —- = —--—- —-_ — — 21 
22. Pack, bipolar version... | It I1— —--—- — — —/} 2 
23. Feommags ... «0 we we | FF —:* t= 2— — 2— | 23 
24. Bipolar version, rupture I 1— I1— See ee ee Se 24 
25. Pack Be Nie Pee eS I1—- — — 1 ——-— = = 25 
26. Pack, rupture fo 3 I ir —_-—- —- — — 26 
27. Bag... | 6 <= I 5 — -- —- —--—|\2a7 
28. Internal version ... | 34. 6 6 ww 2] =m »s 3 FO. 2 | 28 
20. Extraction «.5 2 4s 6 — 3 3 — | 2$6ee~te—-—-— 2 29 
30. Pack ie. en Re SR i OR eles oe I—- — t— 30 
S1SMESS wa a Goad: 4 5 6 — gS = 3 =; 3F 
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TasieE I (continued). 


INTERNAL OS COMPLETELY COVERED 
(continued) 





36 Weeks pregnant or over Under 36 weeks pregnant 





Methods of treatment 





a az & 83 8282 2: & 53 62 25 

: 32. Leg—pulling down ... ss & 3 ae FY 28. «O« ¥ 2 3 32 
. 33. Extraction I «rt — “= 9- — a 33 
3 34. External version ... 28 3 5 mm 1 16 I ae 34 
4 35. External version, ex- 

5 traction Sey ciate, as 3 o- I y I—- — 1 — 35 
6 36. Pack romerce ance umerce I —- — 1 — s 2 = 5 — 36 
7 37. Pack, extraction... ... 2—- — 2— 4-> ;.— 37 
8 38. Bag, extraction ... ... 2— I 1 — I1—- — I — 38 
9 39. Packing vagina... ... ime. et oe .e wae aes - 
0) 40. Pack, rupture 7 — 7 —_— = s:—- — os 40 
[I 41. Pack, extraction ... ... I1—-_ — — Soa Se See 41 
[2 42. Rupture membranes ... 14 — 10 4- 6 © => 6 — 42 
13 43. Scalp traction ... -.. 3—- — 3 1 4—- —- 4—- 43 
4 44, Rupture... sc. owes I—_ — . =o i. =. on — 44 
5 45. Rupture, pack z2—=—> =— , = = = 45 
6 46. Rupture, bipolar ver- 

7 - sion oe eds ses a = ee — 46 
8 47. Pack iss, eee ave das I «=> 1 — —- -—- —- —- — 47 
9 48. Undelivered merce 19 19 — — 19 77—-— — 7 48 
Oo ee ee ee beta! a Aaa ala A i I —_ 
. WWOTAE icc. Ses Sie dee 732 77 343 347 57 347 51 50 241 67 





Twenty-one twins. 
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TaB_eE II. 


INTERNAL OS PARTLY COVERED 


Methods of treatment 





. Bag 
. Rupture ... 


. Extraction 
. Rupture ... 
. Pack 


ae... 


. Expectant 


. Forceps ... 
. Rupture ... 


. Traction 


. Induction 


. Extraction 


. Rupture ... 


. Bipolar version ... 


. Breech extraction 
. Caesarean section 
» Pack 
. Pack, rupture 

. Lower segment 
. Craniotomy ... 
- Bag <.. 


. Bipolar version 


. External version 


. Rupture, pack 

. Rupture, traction 
. Pack 
. Bag... 


. Internal version ... 


. Rupture, pack 
. Rupture, extraction 
. Pack 


36 Weeks pregnant or over 


Under 36 weeks pregnant 











- w iI ae 
s¢ 3 = 25 
68 3 Se =e 
i} aa a 
ae a 62 6¢ 
on i 
117 4) 35s 73 
(i 3 3 
,-_ I 
=o -f 
4 = I I 
56 I 50 4 
- on 3 
z2=— 2 — 
I—_—- — I 
I —- — I 
83 3 64 17 
z I — 
10 — 6 5 
4 — 2 I 
I I _— 
I-_ I _ 
=) I 
6 — 2 3 
-— @ 2 
a 3 7 
| ir 3 3 
2 => = 2 
Iii -_ _ I 
I -_ —_— I 


| Children 
| dead 
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nOnun -& WwW 


wo on 


10 
oe 
¥2 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 


km = &eaa | 
se 3 & =o oe | 
eS = Se SE Ea | 
So 2 #5 #5 28 | 
Zo A OS OB cadhtailtt 
|— 
= 2 3 2 | 
=, 6h ae 
| 
118 3 32 78 9 | 
' 
So +4 I | 
3 I = 3=— 
s = 3— | 
| 
I — — I — | 
9—- 4 5— | 
| 
. << — [ <= 
38 OI es 2 5§ «4 
2 =r $= | 
yy eh ee eee 
i oe oe 
Iioe— — I= | 
| 
9 — 3 7 2 | 
4 — 2 — 2) 
amin mi: —— imine éaias, | 
1 
Ss Sa eee 
2 = —_ Ii— 
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UNAVOIDABLE HAEMORRHAGE 
Taste II (continued). 
INTERNAL OS PARTLY COVERED 
(continued) 
36 Weeks pregnant or over Under 36 weeks pregnant 
Methods of treatment ae g Ges “— s e@aa 
‘ 25 A O8 DED Zo RR O84 OB OB 
2 32. Pack, extraction ... I1— 1 —-_— —- —- —_-_ —> — 32 
3 Be TIOG wis oese cates oes oss 3— — Ii—-— —S — =i 33 
4 34. Leg—pulling down ... i-— F&F Pe] Bee * % 34 
5 35. Extraction ... ... «.. 3- > a Y - - - ee 35 
6 36. External version ... ... 20 — 4 % 3 I—- — I — 36 
a 37. External . version, ex- 
8 traction a ae - - - - > I—- — I — 37 
9 38. Rupture... ... .<0 ses 5 - 4 I z2—- — 2— 38 
o 39. Rupture, extraction ... 1— 1. —— —- —- —_—- — — 39 
: 40. Pack Bisa Ges ackan” kes I1—- — I — = I — 40 
7 41. Pack, rupture... ... I—- — 1 — —- —- —_- — — 41 
3 42. Packing vagina... ... 20 I 10 10 I Iz2— 2 10 I 42 
4 43. External version... ... ey eer = = 1 — 43 
5 44. External version, rup- 
MRO owes ee ieee wee 3-— I 2—_ - - —- — — 44 

‘ 45. IRWpture: sc. 0c - cew ce 24 — 10 13 #'T 26 — 3 1 5 45 
7 
; - 46. Rupture membranes ... 82 I 49 32 I 54 — 20 19 16 46 

47. Scalp traction ... -.- 5 — YF IS 4 a I arg 47 
‘ i 48. External version... ... SSS SS .o— = I — 48 
: : 49. Rupture... ... 0 ...  «. 36 4 2 Ss Fi} = 4 TH 2 iw 
: 50. Rupture, external ver- 
a ee 2—- r1 — rt} 2— 2 — — | 50 
51. Pack, rupture 4- —- 2 2 | Ir — I — 51 
52. Undelivered ss — — & | Ir — — 1 / 52 
) eeeeee sae ores ee oo 
) TEORPAE ce kee tse se 606 24 309 251 50 | 346 7 QI 213 53 
| Fifteen twins. 
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=. 
23. 
24. 
25. 
26. 
27. 
28. 
29. Sa eal ase 
. Leg—pulling down ... 
31. 
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TaB__e III. 


INTERNAL OS NOT COVERED AT ALL 


Methods of treatment 


. Bag 
. Bipolar version ... 
. Extraction 


. Rupture ... 


Pack 
Bag ... 


Breech extraction 


. Caesarean section 
. Pack 

. Lower segment 

. Hysterectomy 

. Vaginal 

. Craniotomy ... 

. Bipolar version 

. Bag... 

. Decapitation 

. Expectant 

. Forceps ... 

. Rupture ... 

. Rupture, traction 


Pack 

Pack, rupture 
Bag ... 

Induction 
Internal version ... 
Extraction 
Rupture ... 

Pack 

Bag ... 


Extraction 


36 Weeks pregnant or over Under 36 weeks pregnant 








im @ e &e «4 bm | Res 
ze & 623 6268 2s a 63 6% SS 
m3 t+ 9 6 = ~- 4 
90 7 41 45 4 Ss rt: 6 & 
3 I 22> I I — Ii=—- 
b. ceed I 2-_— 2. = —_ I I 
; ct 5 = 5; = =, 37 = 
7— 2 4 I 7 = I I 5 
9—- 5 4-—- ~~ 4 : 2 
4065 CrtCEC ZB 2s 2 & Ss 
2— 2 —— CS 
2— 2—-—--—_— ee a eee ees 
Pay Ma age . ae ee oe 
ers re ea “ae ee 
I 4 —_— I— = aa ae = ae 
) —_ I — — = — — — 
I — —_— t~— = SS — =| —_ 
I-_> —_ Iie— = = SS ae 
195 — 159 29 9 z~- @ & 6 
17 I 14 = 2 = 2 2—_— 
3 I I I I — =| =—- =—= = 
1— I _ — - - lc CCl eel 
~~ 3 ee = = 2 
I I — _— _- - Cre Ol ere 
2 I —_ 2— 2—_ 2——_— 
10 — 7 2 I 5 — 2 rE. 2 
7s 3s @ _-— - § @ 
T- ££ = i / I 
eee ‘it ‘ali: lee eee Soe ae 
2 t~— I I Ii—_- — 1— 
3 I 3 =- 2=— z2-—-_ -— 
20 — 10 o.. 2 22 — 2 © @2 
ae i_— = 2 


424 





o won Dun & WO N 


So + ee eH ew we He ew Hw we oe 
oO ON AM F&F WN HF CO 


21 
22 
23 
24 


26 
27 
28 
29 
30 
31 





eV OnN ADH > WO ND w 


-_ 


_ - Ww N 


— 








UNAVOIDABLE HAEMORRHAGE 


TaBce III (continued). 


INTERNAL OS NOT COVERED AT ALL 


(continued) 


= : 
| 36 Weeks pregnant or over 





Methods of treatment 








h = ea =  m@ 
23 & 83 68268 23 8 
>. External version ... 138 — 9 6 3 2— 

. External version, rup- 

RUSS doe Sec Suh Swe 3— I — 2 —_-_ — 
. Rupture ... | z2—- — 2— G 1 
5. Pack, rupture eat I 1 — 1— 3 o-— 
. Packing vagina ... ... x + & = 14 — 
~ WREEGEO 8 css ac ee 7 ne k 3 18 — 
38. Rupture membranes... 128 1 98 26 8 49 2 
, Extraction <. ... « Ir — I — —_- — 
. Scalp traction ... ... 2° .3 © a 2 17 — 
- ERUPtOEG <5 ces sce se 37 — 24 9 4 2z2— 
>. Undelivered ae 4-4 == -e * 2 





"BOWAE: ves Ges ab, 355 744 37 493 207 53 341 10 


Two triplets; 12 twins. 
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Under 36 weeks pregnant 


Children 


alive 
Children 
sti'lborn 


Children 
dead 
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TaBLeE IV. 


INTERNAL OS PARTLY COVERED, OR NOT COVERED AT ALL 


36 Weeks pregnant or over 


Under 36 weeks pregnant 





Methods of treatment 








tas } P62 | ze, 8 fe s 
e& 3 22 32 22 £2 = 22 25 = 
ZS A O06 OF O53 A2S A OB OF OS 
. Bag 27 — 12 12 3 8s —- — 5 
. Pack | 1 — I — = <= 
. Bipolar version ... ... | 175 6 43 126 7 149 6 36 I10 13 
. Extraction | 4 —- I 3 — 6 — I = 
. Rupture ... | 2— I — I 4- — 4 — 
. Pack | 4 I I 2% 7 — 3 2 
Bag ... | I — I —— Sa 
. Breech extraction «. | I — — I — t—- - « 3 
MRANEONE 6. oss ses ace | Ii—_-_ — I — ee or en eee eee 
. Caesarean section... 104 3 86 13 5 3 (6 lUlUmlhlUCSCF 
. Pack, rupture 1— I —_  — ee 
. Lower segment I — 1 — — fo : 
. Hysterectomy  ... ... | I1—- — 1 — 1 — 1~—-— 
. Post-mortem | I tI 1 —— Se ee ee 
. Craniotomy ... ... ... | ;+ - j- eg ae eres 
. Bipolar version —- — oo Se See ee 
. Rupture, internal ver- 
sion 2—- — 2— r= <= —_— 
. Pack, external version, 
leg I1—- — 1 — ee 
Bag, internal version ... —-_ —- —- — — fo — 
Evisceration -- —- —--— a —_— 
Expectant 163 3 135 27. 5 | 112 2 4t 58 18 
Forceps ... ; 23 a 86 7 — 2— Y =7 
. Rupture ... | 9 I 4 5 — a a =e 
. Pack 2— 2— a I a ae 
. Internal version 1 —- — I — Sa eS Se 
. Hysterotomy ee eee ae “Sage eee, 
. Induction 5 — 2 2 -2 arm es —= 
. Internal version ... | 60 IT 4 42 4 33 — 6 a 8 
. Extraction aa 2 4 — ee Io. 
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| dead 
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TaBLE IV (continued). 
INTERNAL OS PARTLY COVERED, OR NOT COVERED AT ALL 
(continued) 
36 Weeks pregnant or over Under 36 weeks pregnant 
Methods of treatment 
S22 § §€ 8 S$ 2 $ £8 & 
I Zs 8 SS SE 5S AS A SS 5B S85 
° 30. Pack z2—- — I SS 
3 31. Pack, extraction ... I — I — _-_ - - => 
4 DENSA ap kcicenernis, ov ods 5 UCI I x 3 — _— 
5 33- Leg—pulling down ... G@-—- § ww |! = ey 33 
6 34. External version... ... wy 3 5 12 — 13 — I 2 10 34 
7 a ee 4—- 2 I I ~~ = 4 35 
8 36. Extraction, external ver- 
9 sion 7 4 2 “. 4% jI=—_> = 3-— 36 
10 37. Extraction, internal ver- 
II SIOME he. wd. “Ness sass I1—- — 1 — I—- — I — 37 
12 ZS SNUPEUTE: <5. 665 eee Se 2— I 1 — 5 tt — 5 — 38 
13 39. Rupture, extraction I1—- — — I --—lUcerlhlc Ol 39 
14 40. Rupture, external ver- 
“ SOM ssc ns, TR I—- — 1— —--—- - lc Cr 40 
41. Rupture, internal ver- | 
” SIGER | aes Gcaiseeen eee z2—- = 2— | = I a 3% 41 
. 42. Pack Me Ee eee —- —- —- —- — I1—- — 1— 42 
m 43. Pack, extraction... ... —- - -—- -—- = S—-. — I1— 43 
18 44. Pack, internal version I1—- — I — = -—- —- -—- 44 
19 ASIDE ak ee es = = = 45° 
00 46. Packing vagina ... ... 2 2— 2— r= = 1— 46 
I AG. TRUPEULe cc. sc2 ses sas I—- — — 2 Gg ee 47 
2 48. Rupture membranes... | 167 3 110 49 10 ; 10 3 39 54 14 | 48 
3 49. Scalp traction ...... | 27 I 16 10 I 8 — I 5 2 49 
4 50. Rupture ... : | i7— 8 7 2 a = 4 7 50 
5 51. Rupture, pack... ... | Ii—_—- — nS Ss SS Se 51 
6 52. Undelivered ...._ ... | . Ff = = 4 i: = => 41S 
7 | —_—————_ —__———— a 
8 TOTAL ... 894 39 473 371 58 | 564 26 158 321 106 
9 Twenty-nine twins. 
427 











TABLE V. 














INTERNAL OS COMPLETELY COVERED 
TREATMENT BY ONE METHOD 
36 weeks pregnant or over Under 36 weeks pregnant | 
| 3 | 
Methods of treatment - a e = 8 Pe “s oz s | 
a oo to? ~ & te = 3 | 
E22 22225 283/22 2 22222 223 
Bs 3 £33 S2 8Se) 88 = 289 Ese Ese) 
ZS A MESHASERTS| 25 A RES ASS ASS 
1. Bag... 8 .I 12.5 50.0 50.0 a i igac3 — 1000 | 1 
2. Bipolar version 1 13 7-9 14.5 85.5 HTT. 25. 355. (6:0 93-9 2 
3. Breech extraction I — 100.0 — 2 1 50.0 — 100.0 | 3 
4. Caesarean section 288 12 4.1 84.1 15.9 61 4 6.5 38.4 61.6 | 4 
5. Caesarean section, lower | = 
segment swe 1— — 100.0 — 2 I 50.0 50.0 50.0 
6. Caesarean section, va- 
ginal —_- — - —- — 2 I 50.0 50.0 50.0 
7. Cran‘otomy I I 100.0 — 100.0 —- — =— 100.0 
8. Expectant 5 — — 60.0 40.0 12 = — 8.3 91.7 
g. Forceps I 1 100.0  — 100.0 — 100.0 
10. Internal version 34. 6. APG T7st, “S29 20 3 #+415.0 14.2 85.8 
11. Leg—pulling down 31 5 16.1 34.4 65.6 28- I 3:5 3:5 66.5 
12. Packing vagina 6 — — — 100.0 3 33-3 33-3. 66:6 
13. Rupture membranes ... | 14 — — 71.4 28.6 I 16.6 — 100.0 
14. Scalp traction 3 — —- — 100.0 — — =— 100.0 
TOTAL 582 39 66.7 52.1 47.8 203 31 21,7 Ig S89 4 
TaBLeE VI. 
INTERNAL OS COMPLETELY COVERED 
COMPOSITE TREATMENT 
36 weeks pregnant or over Under 36 weeks pregnant 
3 <= 
Methods of treatment =3 =$ 
2. & 25 s. § 22 &§ 
se 2 22.28 282 38 « $2. 28 282 | 
22 5 882 830 832 88 S SSS Sse 855 | 
5 © S88 sai sas 8B © 586 Sas SE5 i 
43 Ames ate aes zs RA meS ASS ASR Ff 
Say ia ees ie Se 1— — —100 | 1: — — — 1000 a 
2. Bipolar version ... ... 33 «(S +24.2 3.0: “97:0 15 — 40.0 60.0 2 
3. Caesarean section, pack 8 — — 50.0 50.0 I — _— — 100.0 3 
4. Caesarean section, hys- 
terectomy Ee 10 I 10.0 80.0 20.0 —_ — — a = 4 
5. Caesarean section, hys- 
terectomy—bag - - - - — I — — =— 100.0 5 
6. Craniotomy 5 2 40.0 — 100.0 -- - -—- = 6 
7. Evisceration ... I I 100.0 -— 100.0 —_- — — — —_ 7 
8. Forceps ... ae Ir 2 181 18.1 81.9 _-_ -—- — _— _ 8 
g. Internal version ... 17 — — 47.0 52.9 6 2 \33:3 66.6 35:3 of 
10. Leg—pulling down 37. 4 10.8 13.5 86.5 , 36 — — 5.4 94.6 on 
11. Packing vagina 8 — — 87.5 12.5 4 I 25.0 80.0 20.0 I 
12. Scalp traction 5 I 20.0  — 100.0 3- > — 100.0 12 
TOTAL 136 19 13.9 25.3 74.7 67 3 4-4 23.1 76.9 





In the Composite 
Tables I, II, III, and 


Tables the various methods employed are stated in 
IV, under the main heading of each method. 














| porn and dead | 








~ whe 


wn 


au WH & 








7: 


8. 


36 weeks pregnant or over | Under 36 weeks pregnant 
_— oy oe ie 
= 8 | $= 
Methods of treatment ms ~ ons | a a oun 
to bo to 2 | to bo ew. @ 
eo $4 Ss 888! se $4 $c 338 
& 2 & i) = i) o a 2 £0 a 
ei = £22 bse SS) 22 = S82 232 Fes 
ZS A MESHES ASE 25 6 LES AET ASS 
oe i ee : us Sonatas Maino a 
SMAI ec acs, Bes 6 — — 50.0 50.0 | 7 — — 03 715 | 1 
. Bipolar version 117 4 «3-4 «-2Q9.9-—-70.0 HS 4 25 468 Faq | 2 
. Breech extraction —_- — —_- — I1—- — — 1000 | 3 
. Caesarean section 66 4 89 Se 16.7 9 — — 44.4 5555 | 4 
. External version ... I I 100.0 100.0 — 2— —1000 —/! 5 
. Expectant oF 3 36 772 228 38 61 2.6 36.5 63.5 6 
. Forceps ... ‘ce 10 — — 50.0 50.0 =—_ — — _- — 7 
. Internal version ... Ir — — 27.2 72.7 9 25.0 75.0 8 
. Leg—pulling down 14 — — 42.8 57.1 15 - 5-8 94.2 | 9 
. Packing vagina 20 I 5.0 50.0 50.0 12 — — 15.3 84.7 | 10 
. Rupture membranes ... 32 § #42 509 40:2 CY ae 36.3 63.7 _ 
. Scalp traction 35 — — 47.2 528 7 - => 14.2 85.8 | 12 
TOTAL 435 Il 2.5 55.6 44.4 Ze 4 684 aS FEF | 
TaBLe VIII. 
INTERNAL OS PARTLY COVERED 
CoMPOSITE TREATMENT 
36 weeks pregnant or over Under 36 weeks pregnant 
Ss. .3 
Methods of treatment “ es ee $= zs eae 
to to wT & me 7) wa - 
see 28.25 222: 2 = 22.28 285 
a8 ¢ £83 83eSe3 £8 S 8S Sse S35 
~ =e ae Oe he ee © 688 Sas Sas 
Z5 G8 GS ASE ASE' 25 4 SES ASS ASE 
. Bipolar version 22 — — 36.3 63.7 II ¥ O90 — 100.0 I 
. Caesarean section 4 75-0 25.0 I — 100.0 2 
. Craniotomy 2—- — — i000 -_- -:lUlUcerhlC 3 
. Forceps ... 4 F 7.2 42:8 5372 2— — — 100.0 4 
. Internal version 5 — — 31.2 68.8 6 — — 33-3 66.6 5 
Leg—pulling down 31 - -- 16.1 83.9 5 — — — 100.0 6 
Packing vagina 27 — — 40.7 59.2 ap = - 11.1 88.9 7 
Scalp traction 42 4 9.5 52.3 47.6 ait «644 ABS 7555 8 
TOTAL ... 57 5 3:3 37-9 Gaz 73 2 2.7. 15.0 85.0 
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TABLE VII. 


INTERNAL OS PARTLY COVERED 
TREATMENT BY ONE METHOD 
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TABLE IX. 
INTERNAL OS NOT COVERED AT ALL 
TREATMENT BY ONE METHOD 
36 weeks pregnant or over Under 36 weeks pregnant 
aa ete. a vee eal 
Methods of treatment és Z ee $ 2 m aa $ 
wo. w wae 0 &0 wa | 
se. £2,886 282/82 « $2, 28 288) 
ZS A MES ASS AER) 25 A Ges AER A583 : 
ae er ee ae ee his Ze sat a o 
Mi Macs seek aks caw. as 15 I 6.6 60.0 40.0 9 — — 555 445 | If, 
2. Bipolar version ... ... go 7:7 45-5 54:5 63 1 1.5 39.6 60.3 | 2§, 
3. Breech extraction ve a — 55:5 44-5 as — 66.6 33.4 | 3 " 
4. Caesarean section ... , 54 5 9.2 92.5 7.5 8 1 12.5 37-5 62.5 | 4h. 
5. Caesarean section, lower 
segment... ... .. | 2 — —1000 — —-—- —- — —1| 5h 
6. Craniotomy ... ... ... i toe -—-mol —- —-  S- — = on. 
7 SEXDECTANE 5. sce. as ——- — Oe O42 rn =- = I. ee 7 3. 
8. Decapitation Set hares I—_—- — — 100.0 -- => —_ — a 
OQ) PIORGEDS: <5 as See Sue 17 I 5-8 82.3 17.75 4 — — 50.0 50.0 Of. 
TO, INduUCHION 4. as. Ass 10 — — 70.0 30.0 5 — — 40.0 60.0 108. 
11. Internal version ... ... 17 3 17.6 17.0 83.0 6 — —— — 100.0 I1f,). 
12. Leg—pulling down _... 20 — — 50.0 50.0 22 — — Gy GE 28. 
13. Packing vagina ... ... 24 © 4.1 666 33.3 | 14 —- — 37-5 62.5 13 ‘ 
14. Rupture membranes ... | 128 I 0.7 74.2 25.8 | 49 2 4.0 47.0 53.0 i) 
15. Scalp traction... ... | 20 3 415.0 30.0 70.0 | I7 — — 55-5 44-5 | 1586 
WOPAL 55. css ces cee (1 SOOKE 23. B.S. 10878 37.2 273. «#4 1.4 43.2 56.8 | ‘i 
TABLE X. 
INTERNAL OS NOT COVERED AT ALL 
COMPOSITE TREATMENT 
36 weeks pregnant or over Under 36 weeks pregnant 
a Se ee eer eee ee | 
43 a Z| 
Methods of treatment 2. 2 es 2 - g 33 3 | 
S82 28.28 282) se - $2.28 #22 
PA wm 2 ~ u 8 n = mo - u | 
B8 2 88s 832 832, 28 3 88S Ese Se | 
=| g -— a - BMP oe | 
; | BBA MES AES ASR 2s A MES ASS ASS | 
1. Bipolar version ... ... 16 2 12.5 75.0 25.0 13 3 230 76 g23 | 182 
2. Breech extraction se — — — — I — 1000 | 293 
3. Caesarean section, pack 2— — 100.0 — I— — — 100.0 384 
4. Caesarean section, hys- | 485 
terectomy ... ... -- -—- —- = I — — — 100.0 | 
5. Vaginal hysterectomy . —_-_ — - —- — I—- — — 100.0 | 5§ 4 
6. Craniotomy ... ... ... 2— — — 100.0 —-—- — — —|! 6 
7 WO es cm II 3 27.2 27.2 72.8 2— —1000 — | 7§7 
8. Internal version ... ... 13 2 15.4 53.8 46.2 5 — — 40.0 60.0 | §ee 
g. Leg—pulling down ... 27 iL 39 370. 63:0 2 t 83 63 OG se 
10. Packing-vagina ... ... 27 I 3-7 76.6 23.4 | 18 — — 22.2 77.8 | 10 §XK 
11. Rupture membranes ... | I I 100.0 — 100.0 -- - leh | 11 BU 
12. Scalp traction ... ... |, 37 — — 64.8 35.2 I2— — 41.7 58.3 12 Bl. 
MOTAL sem axe Gils es | 136 Io 7:3 58.2 41.8 66 4 6.0 23.0 76.9 if 
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TABLE XI. 
INTERNAL OS PARTLY COVERED, OR NOT COVERED AT ALL. 
TREATMENT BY ONE METHOD 


36 weeks pregnant or over 





Number 
of cases 


- 
“NI N 
smn 


os 
a 
1o) 
_ 


60 
26 


167 


Percentage 
children 


maternal 
alive 


Percentage 
| deaths 


| Deaths 


| 





' children still- 


| Percentage 


— 100.0 — 
— 100.0 
80.8 19.2 
69.5 30-5 
40.0 60.0 
23-3 76.7 
19.2 80.8 
— 100.0 
65.0 35.0 
59.2 40.8 
2.8 55-4 44.6 


~ ‘Taste XII. 


maternal 


| deaths 


| born and dead 
f cases 


au Number 
te | 
NO ow lo 
| Percentage 


N 


Ww 





Under 36 weeks pregnant 


born and dead | 





2 2s 
i. 3; 
a e 2 
ese £3 
ats as 
— 100.0 
22.6 77-4 
50.0 50.0 
60.6 39.4 
100.0 — 
35-0 65.0 
— 100.0 
50.0 50.0 
— 100.0 
— 100.0 
17.1 82.9 
7-4 92.6 
— 100.0 
36.4 63.6 
12.5 87.5 
29.4 70.6 


INTERNAL OS PARTLY COVERED, OR NOT COVERED AT ALL. 


Methods of treatment 


Bag ... 


. Bipolar version 

. Breech extraction 
. Caesarean section, pack 
. Caesarean section, hys- 


terectomy 


. Caesarean section, p 


mortem 


. Craniotomy 

. Forceps ... 

. Internal version 
Leg—pulling down 


Packing vagina 
Scalp traction 


| Number 
| of cases 


I2 


14 
36 


18 





maternal 


| Percentage 
| deaths 


| Deaths 


Lm | 


ie) 
| lol 


COMPOSITE TREATMENT 


36 weeks pregnant or over 


Ee #8 
Sco 33 
1 = ae! 
ass as 
100.0 — 
36.3 63.7 
— 100.0 
100.0 — 
— 100.0 
100.0 — 
— 100.0 
33-3 66.6 
33-3 66.6 
27-7 723 
— 100.0 
44.4 55.6 
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| maternal 
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| deaths 
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33-6 66.4 


S 8 
ES 88 
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$so $3 
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— 100.0 
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100.0 — 
— 100.0 
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50.0 50.0 
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TaBLE XIII. 


A COMPARISON BETWEEN THE RESULTS OBTAINED BY TREATING CASES OF 
PLACENTA PRAEVIA BY A SINGLE METHOD ONLY AND BY COMPOSITE METHODS 








36 weeks pregnant or over Under 36 weeks pregnant 
a iis 
Methods of treatment o . ons | me os one 
2a 8 2.7% 2a _— 
ig 2 £2.28. 222 22 2 22222, 22? 
gs 3 §$S Se SSe BE BS SSS Ee Sse 
SB" © S88 San O25| BS. 8 SSS SBS SBE 
25s A MBt ASB ASE!) ZS A AEC ASB ACE 
Internal os completely 
covered: 
Single method ... ... ... 582 39 «46.7 52.1 47.8 263 §f 11.7 114.4) 88. 
Composite method... ... 136 19 13.9 25.3 74-7 67 3 #4 23:3 76:0 
Internal .os partly 
covered: 
Single method... .... ... 435 Il 2.5 55-6 44.4 292 @. Th. BEd Fag 
Composite method... ... 157. 5 3-1 37-9 62.1 73 2 2.7 15.0 85.0 
Internal os not covered 
at all: 
Single method... ... ... 604 23 3.8 68.8 31.1 273 4 te 42 56:8 
Composite method... ... 136 10 7.3 58.2 41.8 66 4 6.0 23.0 76.9 


Internal os not covered at 

all, or partly covered: 
Single method ... ... ... 785 22 2.8 55.4 44.6 488 17 3.4 29.4 70.6 
Composite method... ... ior 8 7.9 33-6 66.4 70 4. 69 178 Sa 
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UNAVOIDABLE HAEMORRHAGE 





TABLE XIV. 





36 weeks pregnant or over Under 36 weeks pregnant 

Methods of treatment 4 ie 2 E i ie & 5 3 
a 2 §53 88. 2 s&s $5. 
= % E 2 588 S22 2 588 S22 
=e i = oO MERE ASS Oo MEE eG 
5 Bag a A 21 ee 427 16 — 43-7 
Be 1: ere B 28 — 46.4 9 — 55.5 
$2 Bipolar version A 245 5.3 35:9 205 3-8 28.2 
Bipolar version B 186 =e - ae 166 3-6 21.6 
Caesarean se-tion A 120 5.0 90.8 19 9.0 36.8 
8.7 Caesarean section B_ 106 2.8 83.0 33 418.1 63.6 
6.9 Expectant treatment ... A 279 1.0 79-9 109 0.9 41.2 
Expectant treatment ... B 163 1.8 82.8 112 1.7 36.6 
Forceps A 52 9.6 55.7 4 — 50.0 
Forceps “ee B a | 6a Fa 6 16.6 33.3 
1.7 Internal version ... A 56 8.9 32.1 26 — 15.3 
5:0 Internal version ... B 74 4:0 27.0 35 — 17.1 
Leg—pulling down A g2 EO 33.6 54 1.8 7-4 
Leg—pulling down B 62 2 Wael 59 1.6 6.7 
5.8 Packing vagina ... A 98 3.0 61.2 71 — 21 
5.9 Packing vagina B 3 66.6 a= I os — 
Rupture membranes A 24 1.4 70.0 103 1.7 385 
Rupture membranes B_ 167 1.7 65.8 106 1.7 65.8 
5.6 Scalp traction A 134 5.2 51.4 Sy 619) «= BS 
m Scalp traction B 45 22 §3.3 19 10.5 5:4 
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TABLE XV. 
RESULTS TO MOTHERS AND FATE OF CHILDREN IN 4580 CASES OF 
PLACENTA PRAEVIA 








2 
& $ 32 
n = 3g 5 5 = S | Be et 
2s § 852 So 323 3, $85. 85° 
3 $ 888 BE BS 88 SSE ESE 
oo 3 A MES OS SE OS ASS ASS 
Internal os completely covered: 
36 weeks pregnant 
and over... .: 937 77 10:4 343 347 57 450 54:1 
Under 36 weeks 
pregnant ... ... 347 51 14:7 50 24% 67 13.9 86.1 
Internal os partly covered: 
36 weeks pregnant 
and over... ... 606 24 3:9 309 251 50 50.6 49.4 
Under 36 weeks 
pregnant ... ... 346 7 20 TOL 253 52 27.5 72:5 
Internal os not covered at all: 
36 weeks pregnant 
and over... ... 744 37 4.9 493 207 53 65.4 34.6 
Under 36 weeks 
pregnant ... ... 341 10 2.9 142 155 57 440.1 59.9 
Internal os not covered at all, or partly covered: 
36 weeks pregnant 
and over... ... 894 39 4:3 473. 37% 58 524. 47:6 
Under 36 weeks 
pregnant ... ... 564 26 4.6 158 321 106 27.0 73.0 


In 4580 cases there were 2981 patients, or 65 per cent, who were 36 
weeks pregnant, or over, and 1599, or 35 per cent, who were under 36 weeks 
pregnant. The complication was diagnosed by far the most often at term, 
and after this at the thirty-sixth week. 

In those reports in which the fact was mentioned, out of 3717 patients 
there were 1463 who were ‘booked’, or 39.3 per cent, and 2254 cases, or 60.7 
per cent, who were placed under the heading of ‘emergency’ or ‘not booked’. 

If the cases under ‘‘Internal os partly covered’”’ and ‘‘not covered at all’’ 


are added to those in which the two varieties are combined, the latter not 
being separated in some of the reports, the figures are as follows :— 


a] 

= 8 

© ° © oss 

e $5 eS. #5 

3 S es = =| a 

. #2 Eee & £5 £ #8 £85 

& S88 2s 8S S00 SS Be Sto Ste 

L aq en ee —= — 3 uo eo ke 

s a2 SSo £3 ss H&S SEs SES 

<) aA BES OS OF OCS MASS ASS 
36 weeks pregnant 

and over ... ... 2244 100 4-4 1275 829 161 56.2 43.8 
Under 36 weeks 

pregnant ... ... §2§1 43 3-4 401 689 215 30.7 69.3 
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The Upper Urinary Tract in Pregnancy and Puerperium 
with special reference to Pyelitis of Pregnancy* 


BY 


DUGALD BairD, M.D. (Glas.), F.C.O.G. 
[From the Research Laboratory of the Glasgow Royal Maternity and 


Women’s Hospital.] 


| 
PART V. 


INFECTION OF THE URINARY TRACT IN THE PUERPERIUM. 


1. The Frequency of Urinary Infection as a cause of Puerperal 
Pyrexia. 


II. The Incidence of Urinary Infection in the Puerperium. 


III. Pyelitis of the Puerperium. 
Definition. 


(a) Coli septicaemia. 
Aetiology. 
Clinical features. 

(b) Pyelitis of the puerperium, and 

(c) Exacerbation of urinary infection persisting 

from pregnancy. 
Incidence. 
Clinical features. 
Diagnosis. 
Aetiology. 
Treatment. 
Bibliography. 


Infection of the urinary tract in the puerperium is exceedingly 
common. It may be due to persistence of a urinary infection otf 
pregnancy or to infection arising in the puerperium for the first 
time. The infection may be unaccompanied by urinary 
symptoms, so, in investigating the cause of puerperal pyrexia, 
urinary infection must always be borne in mind. 


* Continued from page 59, ante. 
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I. THE FREQUENCY OF URINARY INFECTION AS A CAUSE OF 
PUERPERAL PYREXIA. 


To decide this question, a complete analysis of every case of 


puerperal pyrexia occurring in the hospital during one year was 
made. The analysis is as follows :— 








Total deliveries, including abortion... ...0 0... 00... 3600 
Per cent 
Notifiable pyrexia (on morning and evening chart) ... 252 7.0 
Notifiable pyrexia (on four-hourly chart)... ... 0... 191 5-3 
Total 443 12.3 
Slight pyrexia Ki ge Re OR ee oe 13.2 
Ouitemnonsebmle. 2. 6 es es Sees, OBI 74-5 


The rate appears high, but this is due partly to the large 
number of abnormal cases admitted and partly to the careful 
recording of four-hourly temperatures. 

To determine the cause of the rise in temperature, the clinical 
features and the response to treatment are considered together 
with the bacteriological findings. Anaerobic cultures have not 
been made and the presence of anaerobic organisms has been 
deduced from the clinical features and the absence of growth on 
aerobic cultivation. Even with the aid of bacteriological exami- 
nation it has been found necessary to put many of the cases into 
the category of Pyrexia of Unknown Origin (P.U.O.). When 
there were definite signs of uterine infection, as well as signs of 
other sources of infection, the case is classified as uterine infec- 
tion. None of the patients in whom the diagnosis was doubtful 
were seriously ill. 


TABLE I. 


Spontaneous Complicated 


Causation delivery delivery Abortion Total 
(a) Septicaemia_... 15 16 5 36 | a 
{b) Pelvic sepsis... 6 9 4 19 \ 194 ne 
(c) Uterine sepsis ... 59 76 4 139 j 43-8% 
(d) Pyrexia of un- 

known origin ... 50 44 17 I1i=25% 
(e) Breast... ... 35 12 I 48 
(f) Chest oe eae 14 22 oO 36 | 138= 
(g) Urinary ...... 21 14 3 38 | 31.2% 


(k) Others... ... 7 | 2 16 
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UPPER URINARY TRACT IN PREGNANCY 


Table I is a detailed analysis of the cases of pyrexia and shows 
that 31.2 per cent of them were extragenital in origin. Urinary 
infection accounted for 38 cases, 8.5 per cent of the total number 
with notifiable pyrexia, or, to put this in another way, the inci- 
dence of notifiable pyrexia due to urinary infection during the 
year was I percent. This is a conservative estimate, as in 50 per 
cent of the cases in groups (b) and (c) the urine was heavily 
infected and in at least 20 of these cases it was obvious that the 
urinary infection played an important part in the production of 
the pyrexia. Examination of the cases in group (g), those in 
which the urinary infection was the cause of the pyrexia, shows 
that they can be divided into four categories : 

(1) Continuation of pyrexia of pyelitis of pregnancy, II cases. 
(2) Exacerbation of a chronic pyelitis of pregnancy, 7 cases. 
(3) Condition of urine at the time of delivery unknown, 6 cases. 
(4) Urine sterile at the time of delivery, 14 cases. Therefore, 
in more than half the cases the urinary infection was present 
before labour, and the puerperal pyrexia was due either to an 
exacerbation of a chronic infection or to the continuation of the 
pyrexia of an acute infection. 

In Table I, 36 cases are described as septicaemia, because 
the infecting organism was repeatedly cultured from the blood— 
in 18 coliform organisms, in 10 haemolytic streptococci (accom- 
panied by coliform organisms in 4), non-haemolytic streptococci 
in 2, pneumococci in 1, and in § probably anaerobic streptococci, 
as a growth was not obtained on aerobic culture, and the clinical 
picture was that of septicaemia. Although the prognosis is better 
in septicaemia due to coliform organisms than in that due to 
haemolytic streptococci, pyrexia was prolonged in 15 of the 
former type, and there was one death. In practically all cases 
of coli septicaemia a coliform infection of the urine was present. 
Those cases are indistinguishable clinically from pyelitis of the 
puerperium, and if blood-culture had been done as a routine in 
every case of pyrexia, they would have been diagnosed as pyelitis 
of the puerperium or pyrexia of unknown origin. 

If we add these 18 cases of coli septicaemia to the 38 cases 
of pyrexia of urinary origin, the percentage of puerperal pyrexia 
due to infection of the urinary tract is raised to 12.6 per cent.* 
Crabtree and Prather (1930) find the incidence of pyelitis of the 
puerperium to be 0.4 per cent of all deliveries, trauma being 
an important predisposing factor. 


* This means that the incidence of notifiable pyrexia of urinary origin is 
1.5 per cent of all deliveries. 
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Il. THE INCIDENCE OF URINARY INFECTION IN THE PUERPERIUM. 


The incidence of urinary infection occurring for the first time 
in the puerperium can only be determined by the investigation 
of a series of cases in which the condition of the urine is known 
before delivery, so that the cases in which the urinary infection 
persists from a pyelitis of pregnancy can be excluded. 


Method of investigation. All patients admitted in labour had a catheter 
specimen of urine examined. If infection was present the organism was 
cultured on blood agar and MacConkey’s medium, isolated and stored. On 
the eighth day post-partum, a catheter specimen of urine was again examined. 
In cases in which pyrexia developed, a catheter specimen of urine, a cervical 
swab and a blood-culture were taken at the onset of fever. In cases in 
which coliform organisms were isolated from any of these sources a specimen 
of faeces was examined. The organisms isolated from the various sources 
were compared by means of sugar reactions and agglutination tests, to find 
out whether they were identical or not. For the agglutination tests, when 
the patient’s serum was found to have the power of agglutinating one of 
the organisms, it was used. Otherwise the serum of a rabbit which had been 
inoculated with one of the organisms was used. 


The value of taking a catheter specimen of urine in all cases 
admitted in labour was early demonstrated, since frequently 
when the urine was heavily infected there were not any 
symptoms, either urinary or general. An analysis of the first 670 
cases shows: 


Pus cells and organisms in the urine in 115 cases ... 17.1 per cent 
Pus cells only ” ” »> 34 np wee 57 ” 
Organisms only i 5 gO” 4s ak ee es 


Albuminuria was present in 418 cases, or 62.4 per cent, usually 
only a transient phenomenon of labour. Seventy-seven, or 67 
per cent, of 115 cases in which pus cells and organisms were 
present in the urine did not have any urinary symptoms. In 
many of the cases in this group the infection was slight, but 
even in 33, or 50 per cent, of the 64 cases in which the infection 
was heavy, there were not any urinary symptoms; and in 28, or 
43.7 per cent, of these heavily infected cases there were not any 
symptoms to suggest a septic focus. Throughout the whole series 
of 2,175 cases, the findings were similar, and resemble those 
obtained in cases of urinary infection in pregnancy, in which 
the absence of symptoms was a striking feature also. 

In the puerperium the organism is much less frequently 
coliform than during pregnancy; for example, in the heavy 
infection group, coliform organisms were cultured in 57 per cent 
of cases, and in slight infections in 23 per cent. In this latter 
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group, staphylococci were seen on film and obtained in culture 
in 69.2 per cent of cases. This is in marked contrast to the 
antenatal period in which staphylococci are seldom found in the 
urine. 








Tas_e II. 

Urine Spontaneous Complicated 
after delivery delivery delivery 
Heavily infected bie ae 26 — 5.1% 53 — 25% 
Slight infection eee 55 — 10.8% 38 — 17.9% 
Sterile Ye ke pes RE ES I2I — 57.1% 





Total .... 505 212 


Heavy infection indicates abundant pus cells and organisms in a 

fresh drop of urine; slight infection, either an occasional pus cell 

and a few organisms, or numerous organisms without pus cells in 
’ the fresh drop. 


Table II is an analysis of the findings in 717 cases in which 
the urine, sterile before delivery, was examined on the eighth 
day post-partum. It shows that, following spontaneous delivery, 
5.1 per cent of cases developed gross urinary infection, and, 
following complicated delivery, the incidence was 25 per cent— 
five times as often. 

After spontaneous delivery the incidence of heavy urinary 
infection in cases of notifiable pyrexia was II per cent, and 
after complicated delivery 36.5 per cent, whereas in non-febrile 
cases the incidence of heavy urinary infection was 3.7 per cent 
after spontaneous delivery and 16.8 per cent after complicated 
delivery. The occurrence of urinary infection in the puerperium 
appears to be influenced by complicated delivery, and associated 
with pyrexia, but it is important to remember that this primary 
urinary infection may be present in a non-febrile puerperium. 

Several workers state that infection of the urine is commoner 
in the puerperium than during pregnancy; for example, Dodds 
(1931) finds infection of the urine in 16.7 per cent of a series of 
283 normal puerperal women, compared with 11.4 per cent in 
360 pregnant women. The urine had not been examined before 
delivery, except in a very few cases, and, therefore, no distinction 
could be made between cases in which the urinary infection began 
in the puerperium and those in which it was present before 
delivery. 
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III. PYELITIS OF THE PUERPERIUM. 
Defimtion. 


This term is commonly used to include all cases of puerperal 
pyrexia associated with urinary infection, but these fall into three 
different categories: (a) cases of coli septicaemia, in which the 
organism has been isolated repeatedly from the blood, and when 
its disappearance from the blood-stream coincides with a fall in 
temperature, (b) cases of primary infection of the upper urinary 
tract in the puerperium, the true pyelitis of the puerperium 
clinically indistinguishable from (a), but in which the organism 
is never found in the blood-stream, and the pyrexia depends on 
the urinary infection, and (c) cases of exacerbation of urinary 
infection persisting from pregnancy. In a series of 3,600 con- 
secutive cases delivered in the hospital during one year the 
number of cases of notifiable puerperal pyrexia due to each 
condition was the same. 


(a) Cases of Coli Septicaemia. 

A review of 50 cases has been made. 

Aetiology. The duration of the pyrexia depends on the 
presence of organisms in the blood-stream. When they can no 
longer be obtained from the blood-stream the temperature falls. 
Various authors have held that organisms are normally present 
in the blood-stream within a short time of delivery. Kulka 
(1932), in a series of 62 normal confinements, found organisms 
in the blood-stream within a few minutes of delivery in 50 per 
cent of cases. The organisms included haemolytic streptococci, 
non-haemolytic streptococci, coliform organisms and Gram- 
negative bacilli. He also found organisms in the blood on the 
first day of the menstrual flow in 6 out of 36 cases. He 
concludes from his observations in the puerperal cases that the 
occurrence of puerperal sepsis depends on the power of the patient 
to kill off organisms which normally gain access to the blood- 
stream immediately after delivery. Invasion of the uterus by 
organisms in the puerperium is, in his opinion, of secondary 
importance. To test this observation, I have made blood-cultures 
in 280 women following complicated delivery. The blood was 
taken off during the first 24 hours, at intervals of 5 minutes, 
1 hour, 4 hours or 24 hours after delivery. In each case blood 
was taken at two of these intervals. In Io cases, or 3.5 per cent, 
organisms were isolated, coliform in 7, haemolytic streptococci 
in 2, and non-haemolytic streptococci in 1. The most favourable 
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time for obtaining a positive culture was within the first hour. 
There was not any notifiable pyrexia in the positive cases and 
there were no deaths. (In contrast, it is interesting to note that 
seven patients in whom a blood-culture was made during labour 
because of high temperature, all had organisms in the blood- 
stream and four died.) From my results, therefore, it is evident 
that, while organisms may gain access to the blood-stream in 
sufficient numbers to give positive blood-cultures, this does not 
occur so frequently as has been stated by Kulka. The difference 
between the results is all the more striking, as I was dealing 
with cases of complicated delivery, and Kulka with cases of 
spontaneous delivery. 

The following case is an example of temporary bacteriaemia 
following labour. Five minutes after a complicated delivery the 
blood-culture gave a growth of coliform organisms, and one hour 
later blood-culture was sterile. An identical coliform organism 
was isolated from the vagina, blood and faeces. The urine was 
sterile. It seems probable that in this case the organism was 
derived from the bowel, and gained access to the blood-stream 
through lacerations in the vagina. 

The incidence of coli septicaemia in the series of 3,600 cases 
admitted to the hospital during one year is 0.5 per cent, and 
is twice as great after complicated delivery as after spontaneous. 

The source of the organism, which is found in the blood-stream 
in those cases of septicaemia, is probably the bowel. In 30 
cases in which a specimen of faeces was examined, an organism 
identical with the one found in the blood was isolated in 50 
per cent, and it was probable that with more intensive investi- 
gation of the faeces this percentage would have been higher. 
In five cases of septicaemia the urine was infected before delivery, 
and in four of these the organism in the blood was identical 
with the one in the urine. It is possible that in those cases 
the urine was the source of the blood-infection. The mode of 
spread from the bowel is possibly from the anus over the perineum 
into the vagina, and by way of lacerations into the blood, pre- 
disposing factors being debility and albuminuria. It is possible 
that the disturbance of intestinal action and purgation, which 
occurs after delivery, may facilitate the direct passage of 
organisms from the bowel to the blood. 


_ Clinical features. The 50 cases consisted of 24 primigravidae 
and 26 multiparae. The delivery was complicated in 39, and in 
8 of the rr cases in which it was spontaneous, the patient suffered 
from albuminuria of pregnancy, so laceration and albumin- 
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Days of puerperium 


Blood culture 


‘Temperature 


Pulse 





Fic. 1. 


‘Temperature and pulse chart in a case of B. coli septicaemia showing 
persistence of the organisms in the blood-stream for one week. 
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uria are predisposing factors. In 52 per cent of the cases, pyrexia 
developed within the first three days after delivery, and in 34 
per cent it began from the eighth day onwards. It is under- 
standable that the invasion of the blood-stream should occur 
within three days, but the reason for the late onset in some 
cases is obscure. There was usually high fever, either remittent 
or continuous, and rigors occurred in 56 per cent of cases. Urinary 
symptoms were found in 38 per cent of cases, and comprised 
pain in the right renal region in 20 per cent, pain in the left 
renal region in 6 per cent, bilateral pain in 2 per cent, and 
vesical symptoms in 10 per cent. The renal pain is fleeting 
in character, and may be present only for a few hours at the 
beginning of the attack. Abdominal distension and discomfort 
are frequent in the early stages. Uterine sepsis of mild type 
was present in 14, or 28 per cent. These symptoms are very 
similar to those found in cases of pyelitis of the puerperium. 
In II cases, or 22 per cent, the pyrexia lasted for only 48 hours. 
In the remaining 39 cases the pyrexia lasted much longer. In 
14 it lasted longer than 14 days (but in four of these there was 
also some uterine sepsis). There were two deaths (4 per cent). 

The following cases illustrate some of the points under 
discussion. The first illustrates transient septicaemia after 
spontaneous delivery : 


Mrs. D. had a sharp elevation of temperature and a positive blood- 
culture on the day following spontaneous delivery. The temperature 
settled very quickly. The urine, which had been sterile before delivery, 
became heavily infected, but by the eighth day post-partum had become 
sterile again. Cystoscopic examination on the same day showed that the 
upper urinary tracts were functioning normally. The organisms isolated 
from the urine, vagina, blood and faeces were identical. 


The second case shows that the organisms were constantly 
present in the blood-stream for seven days: 


Mrs. N. suffered from albuminuria of pregnancy and had labour in- 
duced at term by puncture of the membranes. After 22 hours delivery 
was effected by the forceps. On the sixth day post-partum she complained 
of pain and tenderness in the right renal region, and there was a slight 
rise in temperature and pulse-rate. The chart in Fig. 1 shows that 
blood-culture was positive and remained so till the twelfth day of the 
puerperium. The pain and tenderness in the renal region lasted for 
only 12 hours. On the fifteenth day post-partum cystoscopic examination 
showed that there was very little stasis in the ureters and that the urine 
from both kidneys was slightly infected with coliform organisms, iden- 
tical with those found in the blood-stream and in the vagina. Identical 
organisms could not be isolated from the faeces, although this was pro- 
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bably the source as the urine was sterile before delivery. The tempera- 


ture remained elevated only so long as the organisms were in the blood- 
stream. The urine became sterile within six weeks of delivery. 


The third case shows that the onset of pyrexia in these cases 


may be delayed until the eighth day post-partum : 


Mrs, J. had a prolonged labour with forceps delivery. On the eighth day 
post-partum she had a rise of temperature to 103 degrees, with a rapid 
pulse-rate and not any symptoms. The blood-culture was found to be 
positive and remained so for three days. Cystoscopic examination done 
on the fifteenth day showed elimination to be normal from both sides and 
a few organisms present in the urine from both kidneys, while the urine 
from the bladder contained abundant pus cells and coliform organisms. 
Vesical lavage was instituted, and four days later the urine contained 
only a few coliform organisms. 


The following three cases show the difficulty in arriving at 


the exact diagnosis : 





Mrs. D. The urine was infected before delivery, and on the third day 
she developed a temperature of 104 degrees with positive blood-culture 
and tenderness in the left renal region. On the fifth day the temperature 
was still elevated and there was evidence of uterine infection. Following 
intra-uterine glycerine treatment, the temperature fell. Identical coliform 
organisms were isolated from the urine, vagina and blood, but not from 
the faeces. It is probable that the organism in the urine was the source 
of the blood-streaam and uterine infection. It is unlikely that a local 
uterine infection would give rise to a temperature of 104 degrees with 
rigors, so the probable diagnosis in this case is septicaemia. 


Mrs. P. On the day following delivery she developed a temperature 
of 103 degrees, a rigor and tenderness in the left renal region. The 
temperature settled in six days, but rose again in 48 hours and kept 
swinging for 14 days, until a piece of placental tissue was removed from 
the uterus, after which the temperature settled immediately. The pre- 
sence of infection in the left kidney was confirmed by cystoscopy. In 
this case the early pyrexia was due to the blood-infection, while the later 
disturbance was due to uterine infection. 


Mrs. W., on the fourth day after manual removal of the placenta, 
developed typical uterine sepsis with heavy urinary infection and negative 
blood-culture. The temperature subsided on the tenth day, following 
glycerine treatment. On the fifteenth day the temperature again rose with 
pain in the right renal region, and positive blood-culture. The urine 
was now sterile. The coliform organism isolated from the blood was 
different from that isolated from the faeces. A few days later oedema of 
the right leg developed, and fullness was made out in the right fornix. 
The cause of the temperature here was thrombosis of the deep pelvic 
yeins. 
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It is apparent, therefore, that very careful examination is 
necessary in every case of puerperal pyrexia to ascertain its true 
nature, and even then this may be difficult. In the absence of 
blood-culture the condition may be missed altogether. Very 
often infection of the urinary tract occurs following the septi- 
caemia, but the pyelitis or pyelo-nephritis so produced usually 
clears up quickly, and in the cases cystoscoped there has been 
little evidence of stasis, except in the bladder in some cases. 
Of 30 cases examined after two years, only two had any infection 
of the urine, and most of them were in good health. This is 
in marked contrast to the after-results in pyelitis of pregnancy, 
and emphasizes that the urinary tract is not seriously affected. 


(b) Pyelitis of the Puerperium, and (c) Exacerbation of Urinary 
Infection Persisting from Pregnancy. 


The incidence of pyelitis of the puerperium is quoted by most 
workers as about 1.5 per cent of all cases delivered. Walther 
and Willoughby (1933) found post-partum renal infection in 1.5 
per cent of 2,400 cases delivered. Dodds (1932) found an incidence 
of post-partum pyelitis of 1.6 per cent of 3,789 cases delivered. 
Neither of these workers distinguish between primary pyelitis 
of the puerperium and exacerbation of antenatal pyelitis. In 
my series of 3,600 cases delivered, the incidence of both conditions 
together with coli septicaemia is 1.5 per cent, which indicates 
that they do not make any distinction between the three con- 
ditions. These figures represent only those cases in which the 
urinary infection gave rise to notifiable pyrexia, but take no 
account of the cases of urinary infection occurring for the first 
time in the puerperium without causing pyrexia. I have shown 
that the incidence of urinary infection arising in the puerperium 
in a series of 717 cases, when the urine was known to be sterile 
before delivery, was 11 per cent. Further, in a series of 1,103 
cases in which the urine was sterile before delivery, 14, or 1.2 
per cent, developed notifiable pyrexia of urinary origin in the 
puerperium. This means that only one out of every ten cases of 
puerperal urinary infection has pyrexia. When there is no 
pyrexia I have presumed that the infection is confined to the 
bladder, but I have not felt it justifiable to pass ureteral 
catheters to confirm this. 

Women with urinary infection before delivery are no more 
liable to uterine sepsis in the puerperium than those in whom 
the urine is sterile. In a series of 286 women in whom the 
urine was infected before delivery the incidence of uterine sepsis 
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was less than in a control series in which the urine had been 
sterile, but the incidence of notifiable pyrexia due to infection 
of the urinary tract was greater, namely, 7 per cent. 


Clinical Features. 


Eighty-four cases of pyelitis of the puerperium and exacerba- 
‘tion of antenatal pyelitis have been studied. There were 41 
primiparae and 43 multiparae. The clinical features are similar to 
those of the septicaemic cases, but the blood-cultures are nega- 
tive. If blood-culture had been done oftener, positive results 
might have been obtained, but unless some correlation between 
the presence of the organisms in the blood and the pyrexia could 
be established, the diagnosis of septicaemia could not be made. 
Delivery was spontaneous in 49, of whom 39 had albuminuria 
of pregnancy. The time of onset of the pyrexia appears to be 
related to the condition of the urine before delivery. In 20 
cases the urine was known to be sterile before delivery and in 
16 of those, or 80 per cent, the onset of the pyrexia was late, the 
eighth day or later. In 27 cases the urine was known to be 
infected before delivery, and the onset of the pyrexia was within 
three days of delivery in 23, or 85.1 per cent. In 37 cases 
the condition of the urine before delivery was not known, and 
in 13, or 35 per cent, the pyrexia occurred early, and in 
24, or 65 per cent, it occurred late. It is probable that in this 
latter group the urine was infected in some cases and 
sterile in others. Rigors occurred in 23 cases, or 27 per cent; 
urinary symptoms in 49, or 42 per cent, only slightly more often 
than in the septicaemic group; right renal pain in 15, or 17 per 
cent; left renal pain in g, or Io per cent; bilateral in 10, or 11 per 
cent; pain and frequency of micturition in 14, or 16 per cent, and 
retention of urine in 12, or 14 per cent. The pain seldom lasted 
longer than 12 to 24 hours. The pyrexia lasted longer in the 
cases in which the urine was sterile before delivery. In four, 
or 20 per cent, it lasted longer than two weeks, and in 10, or 50 
per cent, it lasted less than one week. In the cases in which the 
urine was infected before delivery the pyrexia lasted more than 
two weeks in 3, or II per cent, and less than one week in 20, 
or 74 per cent. In 12, or 44 per cent, it lasted less than three 
days. 


Mrs. B. is a typical example of primary pyelitis of the puerperium. 
This patient suffered from albuminuria during pregnancy and on the 
ninth day post-partum developed pain in the left renal region and a 
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temperature of 101 degrees. The blood-culture was negative. Cysto- 
scopic examination on the eleventh day post-partum showed that the 
urine from the left kidney was infected, while that from the right kidney 
was sterile. The urea concentration of the urine from the left kidney 
was 0.6 per cent, while that from the right was 2.6 per cent. This 
suggests marked damage to the renal substance on the left side. 


It is remarkable that such gross disturbance of renal 
function should occur with a pyrexia of such short duration, 
but the following case suggests that it can occur: 


Mrs. B., a primigravida, after a prolonged labour had craniotomy per- 
formed, and from the second to the fifth day post-partum had a tempera- 
ture of 101 degrees with abdominal distension and tenderness over both 
kidneys. The urine was heavily infected. The puerperium was un- 
eventful after the fifth day. During the second pregnancy she had 
pyuria, which was found to be coming from the right urinary tract but 
there were not any urinary symptoms. She died of haemorrhage from a 
central placenta praevia at the thirty-sixth week, and on post-mortem 
examination the right kidney showed an extensive sub-acute pyelo- 
nephritis, while the left had many fibrosed areas, due to healed abscesses. 


The pyelo-nephritis dated from the first puerperium, so we can 
see what extensive damage can occur with a pyrexia of only three 
days’ duration. 


Diagnosis. 

In cases of infection of the urinary tract in the puerperium, 
if the pyrexia occurs within three days of delivery it is due to 
(1) a prolongation of a pyrexia of a pyelitis of pregnancy, or 
(2) exacerbation of a chronic pyelitis of pregnancy, in which 
case temporary invasion of the blood-stream by the organisms 
is the usual cause, or (3) the presence of organisms in the blood- 
stream, derived from the bowel. In this third group the urine 
is sterile before delivery but becomes infected. These are cases 
of septicaemia but they usually result in pyuria. If pyrexia 
occurs later, from the eighth to the tenth day, it may be due 
to (I) exacerbation of a chronic pyelitis of pregnancy, but this 
is unusual, or (2) more commonly, invasion of the blood-stream 
by organisms derived from the bowel, or (3) primary infection 
of the urinary tract, probably by the ascending route from the 
bladder. In both (2) and (3) the urine is sterile before delivery. 


Aetiology. 
In the 84 cases of the series, a pure growth of coliform 
organisms was less frequently found than in pyelitis of pregnancy, 
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coliform organisms alone in 53 cases, or 64 per cent, coliform and 
other organisms in 14 cases, streptococci in six and staphylo- 
cocci in five. 

The early onset in some cases is easily explained, either by 
the condition being due to a prolongation of a pyrexia of a 
pyelitis of pregnancy, or to an exacerbation of a chronic 
pyelitis of pregnancy or to invasion of the blood-stream by 
organisms from the bowel, probably through lacerations. The 
late onset in those cases in which the pyrexia does not occur 
until the eighth or ninth day post-partum is more difficult to 
explain. In cases of coli septicaemia the organisms may enter 
the blood-stream at this stage, either from the genital tract, due 
to separation of sloughs caused by the more active movements 
of the patient at this stage of the puerperium, or from the 
kidney as the result of an ascending pyelonephritis. 

The following considerations may provide a possible explana- 
tion of the late onset in the cases in which the blood-culture 
was negative, that is, in the cases I have termed true pyelitis 
of the puerperium. 

It has long been believed that retention of urine is an import- 
ant predisposing factor in the production of those infections. 
Randall and Murray (1933) found retention of urine in 21 per 
cent of a large series of cases after delivery. They define 
retention as inability to empty the bladder within eight to twelve 
hours post-partum and they advocate repeated catheterization 
until residual urine is not found in the bladder. By this pro- 
cedure they claim to have avoided all post-partum urinary com- 
plications in 3,500 cases. In a series of 100 cases, I found 
residual urine on the eighth day in 17 per cent. In five of the 
17 -the residual urine amounted to more than 4 ounces. The 
high incidence of residual urine may explain, to a certain extent, 
the greater liability to urinary infection in the puerperium. 
Rose and Rollins (1931) state that the post-partum atony of the 
bladder occurs mostly in primigravidae and is due to pressure 
of the child’s head on the pudendal nerve during a prolonged 
second stage. In other cases the condition is a reflex mechanism 
from dilatation and trauma of the pelvic outlet. They advocate 
repeated catheterization so long as there is residual urine. This 
prevents pyelo-nephritis. The post-partum atony of the bladder, 
in my experience, is too common to be explained altogether 
in this. way. Even when the bladder is grossly infected in the 
puerperium, there is seldom any pyrexia and often no symptoms 
of any kind. Cystoscopic examination in such cases shows that 


448 











UPPER URINARY TRACT IN PREGNANCY 


the bladder, especially the trigone, is acutely inflamed and 
oedematous, yet, contrary to the usual finding in cystitis in the 
non-pregnant, the capacity of the bladder is not diminished but 
may be increased to as much as 40 or 50 ounces, which probably 
accounts for the lack of vesical symptoms. Chromocystoscopy 
shows that the kidneys and ureters are functioning fairly nor- 
mally, so that one did not feel justified in passing a ureteral 
catheter from such an infected bladder to confirm the presence or 
absence of infection in the upper urinary tracts, and, as already 
stated, the non-febrile cases were classified as cystitis. Such an 
infected bladder, however, is a potential source of danger to the 
upper urinary tracts by ascending infection. The post-mortem 
finding in a fatal case shows evidence of an ascending infection. 
The bladder and ureters were extensively involved. 

According to the experimental work of Cunningham and 
Graves (1924), reflux from the bladder into the ureters does 
not occur unless the bladder tone is good. The ureter resists 
the back-flow by contracting more frequently, until finally its 
resistance is overcome. If the bladder is atonic, the increased 
intravesical pressure due to distension does not produce reflux. 
To test for reflux in the puerperium, I examined seven primi- 
parae on the eighth day post-partum and one primipara on the 
fourth day post-partum. The bladder was filled with six per 
cent sodium iodide until the patient complained of discomfort. 
X-ray photographs were then taken to see if a shadow of the 
ureter or renal pelvis could be obtained. Pressure over the 
bladder with the patient in the Trendelenburg position was then 
applied for 10 minutes and another X-ray photograph taken. 
In seven out of the eight cases the bladder held over 40 ounces 
without any discomfort being produced, and reflux was not 
observed in any of the seven cases. In the eighth case acute 
pain was complained of after 20 ounces had been injected and 
in this case a shadow of the right ureter was obtained, showing 
reflux to have occurred. Subsequently on cystoscopic examina- 
tion the right ureter was found to be more atonic than the 
left, so that reflux occurred more easily on the right side. Al- 
though these figures are too small to enable one to draw inde- 
pendent conclusions, they agree with the results of Cunningham 
and Graves. 

The interval which must elapse before the urine in the bladder 
becomes grossly infected, and before the infection ascends to 
the kidney, probably accounts for the late onset of pyrexia in 
those cases of primary pyelitis of the puerperium. 
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A point worthy of note in the cases which were X-rayed is 
that although there was not any residual urine, which meant 
that the bladder was emptying efficiently, yet it could be dis- 
tended with 50 ounces of sodium iodide without causing pain or 
any discomfort. This indicates a lack of sensitivity of the bladder 
in the puerperium and accounts for the lack of symptoms in cases 
of cystitis. 

The experimental work suggests that atony of the ureters 
would predispose to ascending infection by offering less resist- 
ance to reflux and, as already described, atony of the ureters 
is a marked feature of the puerperium. The inability to pass 
urine in the early stages of the puerperium causes distension of 
a bladder which may still be sufficiently active to cause reflux 
into a ureter the tone of which is diminishing, and so, if the 
urine in the bladder is infected, an ascending infection of the 
urinary tract is begun. 


Treatment. 

Treatment on general lines with abundant fluid and alkalies 
is efficient in the acute stage of all three types of case, but to 
render the urine free from infection requires different measures 
in each type. The cystoscopic findings in the puerperium are 
entirely different from those in pregnancy. During pregnancy 
there is delay in emptying of the upper urinary tract with efficient 
emptying the bladder, while in the puerperium the delay 
in emptying of the upper urinary tract quickly disappears but 
retention of urine in the bladder is frequent. (Residual urine 
was found in 17 per cent of cases on the eighth day post-partum.) 
During pregnancy, therefore, one finds gross infection of. the 
upper urinary tract with little or no infection of the bladder, 
while in the puerperium the position is reversed. In patients with 
marked pyrexia the renal urine is found to contain a few pus 
cells and organisms, while the bladder contains abundant pus 
cells and organisms with several ounces of residual urine. 
Difficulty is experienced in obtaining good visualization of the 
bladder and the ureteral orifices are difficult to see, because of 
the widespread injection and oedema of the base of the bladder, 
a condition which seldom occurs during pregnancy. This 
corresponds to the clinical features, namely, the prominence 
of renal symptoms in the acute stages of pyelitis of pregnancy 
and the absence or the transient nature of renal symptoms in 
pyelitis of the puerperium. The absence of vesical symptoms 
in pyelitis of the puerperium is explained by the lack of sensi- 
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tivity of the bladder in the puerperium to which reference has 
already been made. 

In the cases of septicaemia, although the pyrexia lasted 
for more than a fortnight in 28 per cent of cases, the patients 
did not look ill and the evening rise of temperature was practic- 
ally the only symptom. After the temperature settled the urine 
was found to be still heavily infected, but on cystoscopic examina- 
tion the infection was found to be almost entirely confined 
to the bladder. In some cases several ounces of residual urine 
were found and daily catheterization until this had disappeared 
was found to be very beneficial in clearing up the infection. 
Although many of the patients on dismissal from hospital still 
had pus cells and organisms in the urine, a follow-up showed 
that two years later out of 30 cases only two had any urinary 
infection—in both cases, bacilluria. Eleven patients had had 
a subsequent pregnancy without any infection of the urine, so 
the after-results of coli septicaemia are very satisfactory. 

If primary pyelitis of the puerperium is to be regarded as 
an ascending infection from the bladder, then treatment should 
be directed to the bladder in the first place. According to 
Randall and Murray, pyelitis of the puerperium will be prevented 
by catheterizing the bladder in all cases in which the patient 
cannot pass urine 12 hours after delivery, and repeating it daily 
until there is not any residual urine. In their opinion the 
infection of the bladder and the resulting ascending infection 
are due to stasis of urine in the bladder. In this country the 
opposite view is usually taken that catheterization should only 
be used as a last resort, becanse of the risk of introducing infec- 
tion by the catheter. The prophylaxis by early catheterization of 
the bladder in the puerperium is certainly worth a trial, as by 
our present methods gross infection of the bladder arises in II 
per cent of all cases delivered. Randall and Murray claim to 
have eliminated pyrexia due to urinary infection in a series of 
3,500 puerperal cases by early catheterization of the bladder. 
Walther and Willoughby advocate ureteral drainage in pyelitis 
of the puerperium, either by repeated lavage or by indwelling 
catheter, on the ground that the temperature was reduced to 
normal in from 1 to 18 days in 13 cases so treated, but very few 
cases of pyelitis of the puerperium have pyrexia for any longer 
when treated by medical means. It is difficult to see the need 
for ureteral drainage, as in my series there was very little stasis 
in the ureters. 

When the pyrexia is due to an exacerbation of pyelitis of 
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pregnancy, it usually lasts only for a few days on medical treat- 
ment, but the urine in a large proportion of cases remains infected 
for months or years in spite of strenuous local treatment, such 
as repeated renal lavage. 

Colebrook and Fuller (1933) have published the results of 
the treatment of 54 cases of puerperal infection of the urinary 
tract by ketogenic diet. They show that in 24, or 44 per cent, 
the urine became sterile within 17 days of the commencement of 
the diet. In 44 per cent they failed to produce a satisfactory 
ketosis and believe this to be the cause of their failure to render 
the urine sterile. It may have been that some of their cases 
were really exacerbations of an antenatal pyelitis, which is much 
more resistant to treatment. The end-result in cases of pyelitis 
of the puerperium, in my experience, is very satisfactory (only 
two out of 30 had infected urine after two years), but there is 
no doubt that in the cases quoted by Colebrook and Fuller the 
infection cleared up much more quickly with ketogenic diet 
than by the usual medical treatment. 
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PART VI. 


PREGNANCY COMPLICATED BY OTHER PATHOLOGICAL CONDITIONS 
OF THE URINARY TRACT. 


I. Pregnancy with a Single Kidney. 

II. Congenital Abnorraalitics of the Urinary Tract. 
III. Hydronephrosis. 
IV. Urinary Calculus. 

V. Haematuria in Pregnancy. 


Bibliography. 


It is evident that a urological department is necessary in any 
large maternity hospital for the diagnosis and treatment of urin- 
ary infection during pregnancy and the puerperium. Careful 
urological examination is also essential to detect many of the 
less common abnormalities of the urinary tract which may 
complicate pregnancy. The following is a short survey of a few 
of those conditions that I have encountered. If routine X-ray 
examination, including pyelography, had been done in every 
case of supposed pyelitis, the number of those abnormalities 
would have been greater, as frequently the symptoms resemble 
those of urinary infection, with which they may co-exist. In 
some cases urinary symptoms may be absent. It is therefore 
impossible to give an accurate idea of the incidence of these 
conditions. 


I. PREGNANCY WITH A SINGLE KIDNEY. 


I have observed the course of pregnancy in seven women who 
had only one kidney each. In six, nephrectomy had been per- 
tormed at least a year before the beginning of: pregnancy, and 
in one in whom nephrectomy was performed during the preg- 
nancy the kidney had been functionless for a long time. In all 
these cases, therefore, there had been adequate time for the re- 
maining kidney to undergo compensatory hypertrophy. In 
two, the right kidney had been removed and no dilatation of the 
left urinary tract occurred during the pregnancy. In the other 
five, the left kidney had been removed and in four very little 
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dilatation or stasis occurred. In the fifth, marked dilatation of the 
calyces and renal pelvis occurred. An intravenous pyelogram 
in this case at 20 minutes in the seventh month of pregnancy 
showed that although the dilatation was marked, the shadow 
was dense, indicating good renal function. The urea concen- 
tration test gave a reading of 2.1 per cent in the third hour. In 
all seven cases pregnancy was uneventful. This is not surprising 
as it has been calculated that one-sixth of the total renal sub- 
stance is all that is necessary to maintain satisfactory excretion. 
Pérez, Sosa, and Sanchez (1930) collected 246 cases in which 
nephrectomy had been performed for various conditions and 
in which 270 pregnancies occurred with 20 complications and 
three deaths. These authors conclude that the risks of preg- 
nancy with a single kidney are not very great but they advocate 
an interval of two to four years after nephrectomy before preg- 
nancy is undertaken. 


II. CONGENITAL ABNORMALITIES OF THE URINARY TRACT. 


Pyelography has shown that congenital abnormalities of the 
urinary tract are much more common than was formally sup- 
posed, as these are frequently symptomless. In a series of 94 
healthy pregnant women I have encountered complete reduplica- 
tion of one or other urinary tract in three cases, and reduplica- 
tion of both urinary tracts in one. In three there were not any 
symptoms, but in one there was pain at the level of the pelvic 
brim where the two ureters crossed one another. In one of the 
cases the double kidney was rotated so that the hilum pointed 
outwards. 

There were two cases of congenital cystic kidney. One, a 
primigravida, was well during pregnancy and had a normal 
labour, the child weighing seven pounds eight ounces. She 
was given an anaesthetic for the insertion of several perineal 
stitches, and died under the anaesthetic. Post-mortem examina- 
tion revealed cystic kidneys. The other was the case of a 
woman who had had four children, and who was admitted in 
the fourth month of pregnancy because of threatened abortion. 
There had been three norma] full-time pregnancies. A catheter 
pyelogram showed enormous elongation of the renal pelvis 
on both sides, with only moderate dilatation, indicating great en- 
largement of the kidney, appearances characteristic of congenital 
cystic disease of the kidneys. Abdominal palpation confirmed 
the diagnosis. Miscarriage occurred, and the patient was dis- 
missed well from hospital. 
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There was one case of horseshoe kidney, in a woman who 
had had two children, admitted in the fourth month of preg- 
nancy because of profuse haematuria. There were not any other 
symptoms. The first pregnancy had: been uneventtul. The 
urine contained abundant coliform organisms, pus and blood. 
Cystoscopic examination showed that there was not any delay 
in excretion from the left side and that the urine from that kidney 
was sterile and free from blood. There was marked delay at the 
right side and abundant blood, pus and organisms in the urine. 
Fig. 2 is a catheter pyelogram of the right side, showing an 
enormous hydronephrosis in a horseshoe kidney. In another 
plate the calyces in the left side were found to point inwards, 
indicating that the kidney stretches over the vertebral column. 
The ureter is undilated and crosses in front of a very dependent 
calyx. Fig. 2 shows that this calyx contains a calculus which 
may have been the cause of the haemorrhage. The haemorrhage 
cleared up and the pregnancy went to full time. This case shows 
that gross abnormality of the urinary tract, with a calculus, 
can be present without causing pain. 


III. HyDRONEPHROSIS. 


It has been stated by some authors that pyelitis of pregnancy 
develops in women who have some abnormality of the urinary 
tract. I have shown that this is not the case, and the following 
four cases illustrate that the clinical picture of cases with gross 
abnormality of the urinary tract is quite different from that of 
pyelitis of pregnancy. 


Mrs. McM., a primigravida, had suffered for seven years from attacks 
of right-sided renal pain, worse before the menstrual period. During 
pregnancy the attacks had been more severe and more frequent, and at 
the end of the eighth month she was admitted to hospital because of the 
onset of pyrexia. On admission the urine was found to contain a few 
pus cells and coliform organisms. The temperature was 99 degrees F. 
and the pulse-rate 110, and there was severe pain over the right renal 
region, so severe that as the child was viable the pregnancy was ter- 
minated. A pyelogram taken eight days post-partum, showed enormous 
dilatation of the calyces and renal pelvis on the right side with only 
slight dilatation of the ureter. The left side was normal. The condi- 
tion was probably due to narrowing at the uretero-pelvic junction. The 
changes produced were not those characteristic of pregnancy. 


Mrs. B., a primigravida, suffered from attacks of pain in the left 
renal region for many years. During the pregnancy, attacks were 
more frequent and lasted for about three days at a time. An intra- 
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venous pyelogram taken one hour after injection of uroselectan in the 
fifth month showed an enormous external hydronephrosis on the left 
side. The patient was able to continue to full time although she had 
attacks of renal colic at intervals. 


Mrs. T., a 4-para, in the fourth month of pregnancy, had a cysto- 
scopic examination which showed marked delay in emptying of both 
urinary tracts, no indigo carmine being seen at either orifice in 25 
minutes. An intravenous pyelogram taken one hour after injection of 
uroselectan, showed an enormous external hydronephrosis on the left 
side with an undilated ureter. 


Mrs. R., a 3-para, had had two previous premature labours at the 
seventh month, In the sixth month of the third pregnancy a cystoscopic 
examination showed marked stasis on both sides. The urea concentration 
test showed that both kidneys, especially the left, were not functioning 
satisfactorily. An intravenous pyelogram showed gross dilatation of the 
calyces and renal pelvis on both sides. The patient again had a premature 
labour at the seventh month, and urea concentration tests on the sixth 
day post-partum showed that renal function had improved considerably 
and chromocystoscopy showed that the stasis was much less. It is likely 
that bilateral hydronephrosis produced during each pregnancy was 
responsible for the deterioration of renal function and the premature 
labour. The cause in this case was probably a congenital weakness in 
the musculature of the upper urinary tract. 


IV. Urinary CALCULUS. 
I have found in the course of urological examination in 


pregnant women 10 cases of urinary calculus. 





Mrs. B., a 7-para, was admitted in the sixth month of pregnancy 
with right renal pain and a temperature of 100°F. The temperature 
settled in five days, and the pregnancy went to full time. One year later 
she still complained of pain, and radiological examination showed a stone 
in the right renal pelvis. This was later passed spontaneously, and the 
symptoms cleared up. 


Mrs. H., a 4-para, since the birth of the second child had suffered 
from attacks of left-sided pain, and was admitted in the fourth pregnancy 
with haematuria. The condition was diagnosed as albuminuria of 
pregnancy. Five months post-partum, pain in the left side was still 
severe, and cystoscopic examination showed marked delay in emptying 
both urinary tracts. Fig. 3, the plate taken preliminary to pyelography, 
shows an énormous branching calculus filling the renal pelvis and calyces 
on the right side and a smaller calculus on the left side. This patient 
again became pregnant, and abdominal hysterotomy with sterilization was 
carried out. This case shows the value of a preliminary X-ray plate, as 
in a pyelogram the condition would have been indistinguishable from a 
hydronephrosis. The absence of pain in the right renal tract is 
remarkable. 
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Fic. 2. 
Catheter pyelogram of horse-shoe kidney with calculus in the most 
dependent calyx. ‘ 











Fic. 3. 


X-ray photograph showing large branching calculus filling the calyces and 
renal pelvis of the right kidney. A circular calculus is present on the left side. 














Fic. 4. 


X-ray photograph showing eleven calculi impacted in the lower end of the left 
ureter. 
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Mrs. P., a 2-para, had a normal full-time pregnancy, and was first 
seen in the third month of the second pregnancy, complaining of pain in 
the left side of 14 days’ duration. There had been no previous symptoms 
of any kind. The urine contained numerous pus-cells and coliform 
organisms, and cystoscopic examination showed normal elimination from 
the right side and marked delay at the left side. A catheter was 
obstructed at 13 centimetres in the left ureter. X-ray examination 
showed a large calculus at the pelvic brim in the left ureter. An 
intravenous pyelogram, done at the same time, failed to give a shadow 
on the left side in two hours. The right urinary tract was slightly 
dilated. At operation a huge pyonephrosis was found, the wall of the 
sac containing no functioning renal tissue. The patient made a good 
recovery and the pregnancy went to full time. In this case also there 
was a striking absence of symptoms. 


Mrs. C., a primigravida, had had her appendix removed four years 
previously for right-sided pain, which, however, persisted. She was 
seen in the fifth month of pregnancy, complaining of severe pain in the 
right iliac fossa. Urological examination showed that the right ureter 
was obstructed at three centimetres from the bladder. The urine was 
heavily infected with pus and coliform organisms. A preliminary X-ray 
plate showed two calculi in the lower part of the right ureter, and an 
intravenous pyelogram, taken immediately afterwards, showed an 
enormous dilatation of the calyces, renal pelvis, and ureter on the right 
side. Meatotomy was performed and the stones were passed. The pain 
subsequently disappeared. 


Mrs. M., 2-para, had had her appendix removed for right-sided 
pain 13 years previously, with no relief. Two years later calculi were 
removed from the right kidney. The first pregnancy was uneventful. 
During the second pregnancy and for three years previous to it she had 
had severe attacks of right-sided pain. A catheter pyelogram, periormed 
in the fifth month, showed the left tract to be normal and the right 
ureter obstructed just below the kidney. Two calculi were seen in the 
renal region. The urine was heavily infected. The pregnancy went to 
full time. Some time later nephrectomy was performed, the pain dis 
appeared, and the urine became sterile. 


Mrs. McK., a primigravida, had had her appendix removed three 
years previously for right-sided pain, with no relief. One year later 
laparotomy was performed for adhesions, but the pain was still 
unrelieved. During the early months of pregnancy she had several 
attacks of severe pain, and at the fifth month developed a typical attack 
of pyelitis, which settled after ureteral catheterization. Premature labour 
occurred at the eighth month as the result of the severe renal colic. An 
X-ray photograph, taken during the pregnancy, ‘showed a calculus in the 
right renal pelvis. Six weeks post-partum a pyelogram showed that the 
calculus was now situated at the level of the pelvic brim. The severe 
pain which had been in the renal region during the pregnancy was now 
complained of in the right iliac fossa. The stone was removed by 
operation, and a subsequent pregnancy went to full time, without any 
discomfort. 
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The case of Mrs. D. has already been described in detail. She died of 
peritonitis following perforation of the ureter by a calculus. She had 
been suffering from right-sided pain for several years. 


The case of Mrs. B. has already been described under the heading of 
congenital abnormalities, as she had a horseshoe kidney. 


Mrs. C., a 7-para, was admitted in the sixth month of pregnancy 
because of haematuria, which ceased in a few days, when she was 
discharged from hospital. The pregnancy went to term, but haematuria 
returned four months post-partum. X-ray examination showed a large 
branching calculus filling each renal pelvis and all of the calyces, so that 
the plate looked like a bilateral pyelogram. 


Mrs. D., a 2-para, complained of pain in the left iliac fossa in the 
fourth month of pregnancy, and cystoscopic examination showed the left 
ureteric orifice bulging forward into the bladder. The orifice appeared to 
be completely blocked. An X-ray plate, Fig. 4, showed a collection of 
10 stones impacted in the lower end of the left ureter. Meatotomy was 
performed and pregnancy allowed to proceed. 


These cases show that careful urological examination is 
necessary to lead to an exact diagnosis, as they all had infection 
of the urine and four had pyrexia and were indistinguishable 
clinically from cases of pyelitis of pregnancy. In three the 
appendix had been removed without benefit; three had haema- 
turia, and in one it was the only symptom. In the fatal case, 
if urological examination had been made sooner, death could 
have been avoided. 


V. HAEMATURIA IN PREGNANCY. 


Although haematuria is only a symptom, it occurs so fre- 
quently during pregnancy from little-understood causes that it 
has come to be regarded as a clinical entity. In the series of 
1,000 antenatal cases already referred to in Part IV there were 
53 cases of haematuria, consisting of : 


Severe Slight 


Albuminuric toxaemia, including chronic nephritis .... 9 a 
BAS. feet awe) ee eae GR eee ee 6 
Miscellaneous Ae Se es Fr ee 23 
Hydronephrosis thy Sects ens = town Sou I “= 
Acute toxic vomiting in later months... ... 0... I oo 


In the cases of albuminuric toxaemia the bleeding is usually 
bilateral and occurs in the severe pre-eclamptic type or in the 
cases of chronic nephritis with high blood-pressure. In the 
cases of pyelitis it is almost always unilateral, and may occur at 
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the beginning of an acute attack or without any warning in a 
chronic case. In the case of Mrs. G., haematuria occurred for 
the first time during an acute attack of left-sided pyelitis of 
pregnancy. It recurred at intervals following the pregnancy 
and during the course of the second pregnancy. An intravenous 
pyelogram taken in the eighth month of the second pregnancy 
showed that the most dependent calyx of the left kidney was 
not functioning, as it was probably the seat of a severe pyelo- 
nephritis and the source of the haemorrhage. In such cases 
haemorrhage may come from the congested vessels of the renal 
papillae, or of the wall of the ureter. In some cases bleeding 
may be dependent upon stretching of the renal pelvis or 
calyces, and the relief of tension by inserting a ureteral catheter 
may stop the bleeding very quickly. It is difficult to prevent 
obstruction of the catheter by blood-clot. Middleton (1929) 
offers the same explanation of the beneficial effect of catheters 
in cases of haematuria by the relief of tension. Stoeckel (1931) 
says that it is surprising that haematuria does not occur more 
frequently in cases of chronic pyelonephritis. 

Nephrectomy may be required eventually if the patient 
becomes too anaemic, but although the haemorrhage is often 
profuse, it seldom lasts for more than a few days at a time, so 
that nephrectomy is not required as an emergency measure. 

The operations of nephrectomy and meatotomy in the cases 
described in Part VI were performed by Mr. Jacobs, Urologist, 
Glasgow Royal Infirmary. 
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A Clinical and Pathological Study of Salpingo-odphoritis 
due to Pyogenic Infection 


BY 
ARCHIBALD MCLELLAN, B.Sc., M.B., Cu.B.(Glas.) 


(From the Royal Samaritan Hospital for Women, Glasgow.) 


THIS investigation was carried out in the hope of obtaining 
information regarding the nature and pathway of infection in 
cases of inflammatory disease of the adnexa of the uterus, since 
in many instances these particulars remain uncertain even after 
full consideration of the history of illness and the pathological 
findings. The history of illness which would be expected to 
furnish a clue to the origin of the infection is not, in the majority 
of cases, of any assistance and bacteriological examination is, 
in the case of operation specimens, disappointingly negative 
even in the presence of gross changes due to the inflammatory 
process. The subject of adnexal inflammation is of special inter- 
est at the present time with reference to the remote results of 
puerperal sepsis. 

In the past the gonococcus as an infecting organism has been 
put in the forefront. In 1921 Curtis’ made cultures from diseased 
Fallopian tubes and, out of 64 cases of active inflammation, 
obtained the gonococcus in 19 and other organisms in 14 cases. 
Gonococci were isolated from the specimens only when the opera- 
tion was performed within a fortnight after cessation of fever 
and leucocytosis. The early disappearance of the gonococcus 
has made desirable a means of diagnosis of this type of infection 
from the pathological features of the diseased organs. 

In 1908 Schridde’* suggested that gonococcal salpingitis could 
be distinguished from streptococcal by the histological appear- 
ances and his work has given an impetus to subsequent investi- 
gators. Schridde* concluded that gonococcal salpingitis was 
characterized by swelling and union of the tubal plicae, the 
stroma of which was densely infiltrated with lymphocytes and 
plasma cells. These cells were also present in the wall of the 
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Fallopian tube and in the pus. In streptococcal salpingitis the 
plicae were thin and free and contained polymorphonuclear 
leucocytes and few lymphocytes. Plasma cells were present only 
in cases of long standing inflammation, few in number, and 
isolated. The tubal wall was on the whole normal. The pus 
contained almost exclusively polymorphonuclear leucocytes. 

These findings have not been confirmed in their entirety. In 
Ig21 Curtis' concluded that the presence of plasma cells in large 
numbers, while strongly suggestive of gonococcal as distinct from 
streptococcal infection, could not be regarded as pathognomonic. 
Curtis’ pointed out distinctions between gonococcal and strepto- 
coccal tubal inflammatory disease which could be recognized by 
the naked eye. In gonococcal infection the inflammation was 
primarily limited to the Fallopian tube with closure of the fim- 
briated end and disappearance of the fimbriae. Pelvic adhesions 
were not dense and were amenable to separation by blunt dis- 
section. In streptococcal infection on the other hand the fim- 
briated ends tended to remain patulous, and dense pelvic 
adhesions were present. 

In 1924 Sjéberg,* by comparing those cases in which there 
was a history of gonorrhoea with those in which there was not, 
could not show that plasma-cell infiltration had a differential 
diagnostic value. 

In the present investigation a consecutive series of 41 operation 
specimens of Fallopian tubes and ovaries in which pus or exudate 
was present, was considered, as in such specimens it was hoped 
to identify infecting organisms. Pus or exudate was present 
in one or both Fallopian tubes in 23 cases, in at least one 
tube and one ovary in nine, and in ovarian tissue alone in six, 
while an encysted purulent collection occurred apart from the 
inflamed tubes and ovaries in one case. Two more cases were 
included in the series because, though exudate was not present 
in the lumen of the tube, the tubal plicae were densely infiltrated 
with inflammatory cells. The number of cases was of necessity 
small because the usual treatment, in cases of adnexal disease 
with active inflammation, is palliative, operation being reserved 
for the late or chronic stages. In most instances in which an 
early operation was carried out this was performed because of 
doubt regarding the diagnosis. 

The specimens were examined by naked eye and microscopic- 
ally. The methyl green pyronin method was employed to demon- 
strate plasma cells, and Gram’s method was used in staining 
both smears and tissue sections for organisms. If a specimen 
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was received with a collection of pus unopened an effort was 
made to obtain a culture. After the laboratory investigation 
was completed the patient’s history was analysed and the patient 
was again questioned in the light of the information available. 


CLINICAL FINDINGS. 
Age. 


The average age of the 41 patients from whom the specimens 
were derived was 30 years. The distribution of the patients in 
age groups was as follows: 


Under 20, 1; 20 to 24, 8; 25 to 29, II; 30 to 34, 12, 35 to 30, 
7; 40 and over, 2. 


The disease thus occurred during the period of active repro- 
ductive life. 


History. 

Of the 41 patients only seven had not been pregnant. The 
most frequent statement in the history was that the illness had 
dated from a miscarriage or the birth of a child. Puerperal 
infection appeared to have occurred in 14 of the 34 parous 
women. McIntyre‘ has drawn attention to the frequency with 
which a history of puerperal infection is obtained in this disease. 
In his series of 59 cases the salpingitis appeared to have a puer- 
peral origin in 21. 

Only one patient in the present series gave a history of having 
had gonorrhoea, but in her case a Gram-positive coccus was 
found in the pus of an ovarian abscess and gonococci were not 
identified. In the three cases in the series in which gonococci 
were recognized microscopically the patients were unaware of 
having had any infection of the lower genital tract. It appeared 
that when gonococcal infection of the lower genital tract occurred 
there was not any general disturbance, and the local disturbance 
was so slight as to altogether escape notice, or at any rate not to 
leave any lasting impression on the memory. This was in agree- 
ment with the findings of Farr and Findlay’ who, in their large 
series of 545 cases, could obtain a gonorrhoeal history in only 
16, or 2.9 per cent. 

Eight patients in the series had previously had the appendix 
removed. In the case of two of these the abdominal pain 
continued after the operation, so that it was conceivable that the 
operation for the removal of the appendix was determined by 
symptoms due to the genital tract infection. In the case of the 
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other six patients the operation had been performed at a time 
separated by several years from the commencement of symptoms 
referable to salpingitis. 

In the case of one patient, to whom reference is made later 
and in whom the infecting organism was a Gram-negative bacil- 
lus, the history suggested that curettage may have had an 
influence in causing infection to spread to the Fallopian tubes. 


Symptoms. 


Nineteen of the 41 patients complained of pain in the lett 
iliac region, 11 of pain in the right iliac region, five of pain in 
both iliac regions and one of pain in the hypogastrium. Thus 
36 patients in the series had lower abdominal pain. Two patients 
complained of dysmenorrhoea. These two patients had abnor- 
malities apart from salpingitis which might have been the cause 
of the dysmenorrhoea; one had a septate uterus, the other a 
uterine fibroid. Of the remaining three patients two had pain in 
the back and one pain on defaecation. Of the patients with 
abdominal pain four also had pain in the back and one pain on 
defaecation. Vomiting in association with abdominal pain was 
less frequent than in the series recorded by Farr and Findlay.’ 
This symptom they found present in 32.8 per cent of their cases 
while in this series it was present in five cases only (12.2 per cent). 
Two patients of the series stated that the initial attack of pain 
came on with menstruation, one that it occurred at the end of 
menstruation, and five that the pain when established was worse 
before menstruation. 

Disturbance of menstruation in addition to dysmenorrhoea 
was present in the form of increased loss in six patients of the 
series, while 13 patients complained of continuous bleeding. In 
three cases a history of a missed period was given. In two of 
these pain began when bleeding returned, while in the third pain 
began during the amenorrhoea. This history, while suggestive 
of early abortion, did not permit of a definite diagnosis. Assum- 
ing that inflammatory lesions of the pelvis produce menorrhagia, 
not amenorrhoea, it is probable that these patients were pregnant 
and that the adnexal infection occurred at abortion. The history 
of amenorrhoea in these cases made the diagnosis difficult be- 
cause of the possibility of ectopic pregnancy and no doubt was 
responsible for the operation being carried out in the presence 
of an active inflammatory lesion. 

Disturbance of micturition was an uncommon feature, and 
the fact that only four patients of the series complained of pain- 
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ful or frequent micturition bears out the conclusions of Farr and 
Findlay’ that urinary disturbances are of small incidence in this 
disease. 


Physical Signs and Operative Findings. 


Although pus or exudate was present in all except two cases, 
pyrexia was infrequent. Only five patients of the series had 
fever on admission to hospital. The temperature was not high; 
in only one case did it reach 102° F. 

A mass on one or each side of the uterus was the usual finding 
on bimanual examination. In general the Fallopian tube was 
bound to the ovary of its side and the tubo-ovarian mass was 
adherent to the back of the broad ligament and to the pelvic 
wall. On the left side the adhesion frequently extended on to the 
anterior aspect of the colon. 

In four patients (10 per cent) the uterus was retrodisplaced 
and bound down in the backward position by the adhesions. In 
the series of Farr and Findlay’ backward displacement of the 
uterus was noted in 15.3 per cent of the patients who came to 
operation. 

Adhesions were, as a rule, able to be separated without 
injury to the bowel, and the oozing from the raw surfaces was 
usually easily controlled. In one noteworthy instance, however, 
the left Fallopian tube and ovary could not be removed on 
account of adhesions to the bowel. In this case the infecting 
organism was a haemolytic streptococcus and the ovarian ab- 
scess was aspirated, opened and packed. 

In two cases there was an accumulation of pus in the recto- 
genital pouch which disclosed itself immediately efforts were 
made to separate adhesions. 

The appendix was adherent to the inflammatory mass on the 
right side in two patients. In each case both Falliopian tubes 
were diseased and the outer coats of the appendix were more 
affected than the inner, so the appendix could not be regarded as 
the primary focus of the infection. 


PATHOLOGY. 


Naked-eye and Histological Examination. 


In 23 of the 41 specimens there was occlusion of one or both 
Fallopian tubes with absence of the fimbriae. Pus or exudate 
was present in one or both tubes in 23 cases, in at least one tube 
and one ovary in nine, and in ovarian tissue alone in six. The 
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exudate in the lumen of the tube consisted chiefly of polymorpho- 
nuclear leucocytes. A few lymphocytes and plasma cells were 
also present. The tubal plicae were adherent one to another in 
26 of the specimens. Plasma cells had entered the plicae in large 
number in 12 cases, and in only two of these the plicae were not 
adherent. The plicae were densely infiltrated with polymorpho- 
nuclear leucocytes in five cases, and in three of these the plicae 
were not united. Thus, as is usual in inflammatory conditions, 
plasma cells, since they were associated with union of the plicae, 
probably appeared at a later stage than the polymorphonuclear 
leucocytic infiltration. 

In no case was it proved by microscopic examination that the 
inflammatory reaction was confined to one Fallopian tube only. 

Out of 15 instances in which the endometrium was examined, 
plasma cells were present in 12, but in only three of these were 
they numerous. Of these three cases, in two the tubal plicae were 
united and densely infiltrated with plasma cells, and in one they 
were not united and contained polymorphonuclear leucocytes in 
large number. 


Bacteriological Examination. 


Organisms were found in histological preparations from 11 of 
the 41 specimens. Gram-positive cocci were found in five cases, 
Gram-negative cocci in four, and Gram-negative bacilli in two. 
The Gram-positive cocci were arranged in small groups except in 
two instances in which chains were present. In one of these 
instances a haemolytic streptococcus was cultivated. In three 
cases the Gram-negative cocci resembled gonococci. In the fourth 
case the organisms were in a small group and may have failed 
to retain the Gram’s stain through being degenerate. In addition 
to the two cases in which Gram-negative bacilli were present 
alone there were two in which they occurred along with Gram- 
positive cocci. 

Organisms were detected in the Fallopian tube in six 
instances, and in the ovary in five. 


Gonococcal Infection. 

The ages of the three patients in whose Fallopian tubes 
gonococci was identified were 28, 31 and 35 years. One patient 
had not been pregnant, while in the other two pregnancy had 
not occurred for five and 12 years respectively. In all three 
patients symptoms indicative of salpingitis had been present 
for only four to five weeks before operation. In one patient the 
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inflammation appeared at operation to be confined largely to the 
left side. In all three, the tubes removed presented the same 
features on naked-eye examination. They were distended, the 
ampullary ends were rounded, and the fimbriae were not evident. 
Purulent exudate was present in the tubes in each instance, and 
in one the pyosalpinx communicated with an abscess in the ovary. 
The exudate contained almost exclusively polymorphonuclear 
leucocytes; plasma cells were not seen. The tubal plicae were 
swollen, but in only one case had much fusion occurred. In two 
patients the stroma of the plicae was packed with polymorpho- 
nuclear leucocytes while only a few plasma cells were present. 
In the third, plasma cells had entered the plicae in large numbers 
and few polymorphonuclear leucocytes and lymphocytes were 
seen. The tube walls contained polymorphonuclear leucocytes, 
lymphocytes, and plasma cells. The uterus was removed in one 
case, and plasma cells were present in the endometrium in 
moderate number. It was concluded from the examination of 
these specimens that early closure and distension of the Fallopian 
tube with disapeparance of the fimbriae was a more distinctive 
feature of gonococcal infection than the histological picture. 

It was thought of interest to compare these cases of undoubted 
gonococcal salpingitis with cases of salpingitis in which the women 
had not been pregnant and in whom organisms had not been 
detected in the Fallopian tubes; the presumption being that in 
the latter the most likely infecting organism would have been the 
gonococcus. It was recognized that this may have been a false 
premise. There was the possibility that the pneumococcus might 
have been an infective agent, but according to McCartney and 
Fraser* the majority of cases of pneumococcal salpingitis occur 
in girls between the ages of three and seven years. In the 
present series there were four patients who had not been preg- 
nant and from whose Fallopian tubes organisms were not ob- 
tained. The ages were 16, 25, 25 and 37 years. The symptom 
duration ranged from four weeks to 10 months. In two cases 
the tubes were distended and sealed, and in the other two the 
tubes were thickened and the fimbriae were free. In the sealed 
distended tubes the plicae were fused and contained plasma 
cells. In the other two cases the plicae were not fused; in one 
they were densely infiltrated with plasma cells, in the other poly- 
morphonuclear leucocytes were present in large numbers. The 
endometrium was examined in three cases and in each plasma 
cells were present. In one case the endometrium contained 
numerous plasma cells, while the tubal plicae contained poly- 
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morphonuclear leucocytes in large numbers. Thus the features 
of only two of the specimens above described resembled those 
of the specimens infected with gonococci. 


Infection with Gram-positive Cocct. 

The ages of the five patients who were infected with Gram- 
positive cocci were 21, 24, 25, 28 and 39 years. In one patient 
the symptoms arose after a miscarriage which had occurred at 
the second month, three months before operation. After the mis- 
carriage the patient’s uterus had been curetted. She had also had 
gonorrhoea two years before for which she had received treat- 
ment. There were thus three possible factors in the causation 
of her condition. A second patient dated her symptoms from 
a parturition which had occurred three months before operation. 
in these two patients one Fallopian tube was sealed and dis- 
tended with pus, while the other tube was only thickened. 
In the first patient the distended tube communicated with an 
abscess in the ovary. In this case the tubal plicae were swollen 
but not united, and contained both polymorphonuclear leucocytes 
and plasma cells in moderate number. The endometrium con- 
tained only a few plasma cells. In the second patient fusion of 
the plicae had occurred and they were densely infiltrated with 
plasma cells. Numerous plasma cells were also present in the 
endometrium. In both cases there were lymphocytes and plasma 
cells in the tubal walls. Two of the remaining three patients dated 
their symptoms from a parturition seven months before operation. 
The fifth patient was operated on five years after her last preg- 
nancy, which had ended in a miscarriage at the third month. 
Symptoms indicative of adnexal disease had been present for 
one year before operation. The Fallopian tubes of these three 
patients were only thickened and the fimbriae were distinguish- 
able. In each case there was abscess-formation in one or 
both ovaries. The tubal plicae were not united but contained 
plasma cells in moderate number. Lymphocytes and plasma 
cells were present in the tubal walls. The uterus of only one of 
these three patients was available for examination. There were 
a few plasma cells in the endometrium. It was concluded from 
the consideration of the above five cases: that when Gram- 
positive cocci were the infecting organisms the infection was 
usually puerperal in origin, the tubes were not distended but 
only thickened, and the fimbriae were free, purulent collections 
were frequently present in the ovaries, and the tubal plicae were 
infiltrated with a moderate number of plasma cells. 
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The features of the disease in the above five patients were 
compared with those in eight patients in whom the condition 
appeared to have followed miscarriage or childbirth but in 
whose tubes and ovaries organisms were not identified. It was 
thought that the latter patients would have lesions resembling 
those caused by Gram-positive cocci. In five of these eight 
patients, however, the Fallopian tubes were sealed and distended 
and the fimbriae were not apparent. These tubes, therefore, 
presented features which were concluded to be indicative of 
gonococcal infection and not of infection with Gram-positive 
cocci. 


Infection with Gram-Negative Coccti. 


In the one instance in the series in which a Gram-negative 
coccus, unlike a gonococcus, was present, the patient’s history 
pointed to puerperal infection three years before. There had 
been acute symptoms for one month before operation. Both 
tubes were thickened and the fimbriae were evident. The 
organisms were seen in the exudate in the lumen of the right 
tube. The appendix was adherent to the tube on the right side 
but had little inflammatory change in its interior. The plicae 
of the tubes were swollen and united in a few places. They 
were infiltrated with polymorphonuclear leucocytes, lymphocytes, 
and plasma cells. The tubal wall was similarly infiltrated. 


Infection with Gram-Negative Bacillt. 


In one of the two instances in which Gram-negative bacilli 
were the sole infective agents the patient complained of profuse 
menstruation since her confinement three years before. She was 
examined, and her uterus was curetted one year before the opera- 
tion at which the specimen was obtained. At the previous opera- 
tion no abnormality could be detected on palpation and the Fallo- 
pian tubes appeared patent when insufflated. When she returned 
a year afterwards a mass could be felt to the right of the 
uterus, and, at the operation, the right tube was found to end 
in a spherical swelling. All trace of fimbriae had disappeared. 
The swelling contained thin, brown, foul pus in which the bacilli 
were present. The left tube and both ovaries appeared normal. 
The right tube alone was removed. It was considered that in 
this case the curettage may have had an influence in causing 
infection to spread to the tube. 

The other instance of bacillary infection was in a patient 
of 48 years who had been married 11 years without becoming 
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pregnant. She had had severe pain in the left iliac region 
for 24 days before operation. A left tubo-ovarian mass was 
present, and at operation the left Fallopian tube was found 
greatly thickened and opening into a cavity in the ovary filled 
with purulent material in which bacilli were present. There 
were small cysts on the surface of the ovary. This patient 
had urinary infection and her condition was regarded as a recent 
coliform infection of a tubo-ovarian cyst. 


The Pathway of Infection. 


In considering the spread of infection from the lower to 
the higher levels of the genital tract three pathways have to 
be taken into account. In the first place the organisms may 
pass directly from the cervix to the uterine cavity and thence 
along the lining of the Fallopian tubes to the ovaries. Secondly, 
infection may spread by way of the lymphatics in the paramet- 
rium and the tubes and ovaries may be reached without the 
endometrium being involved. Thirdly, the peritoneum may be 
first affected through the lymphatics and the disease of the 
tubes and ovaries be secondary to peritoneal involvement; i.e., 
secondary to a pelvic peritonitis. At the time of delivery 
organisms are specially liable to invade the cervix and cavity 
of the uterus, but salpingo-odphoritis is not regarded as a 
common lesion in puerperal infection. According to Sherwin,’ 
out of 82 cases of puerperal sepsis which came to post-mortem 
examination, only five cases of adnexal infection were found, all 
of which were unilateral. In the series of 800 cases of puerperal 
infection described by Thomas* the incidence of adnexal disease 
was not determined. Cases of pelvic cellulitis and peritonitis 
were included in the same group It was noted that in a large 
proportion of the patients of this group the illness did not arise 
until the second week of the puerperium and that many of the 
patients had been up and resumed their duties. The delayed 
onset would suggest that in these cases infection had spread by 
way of the lymphatics. 

In the present series there were three cases in which infecting 
organisms were identified and in which the disease had definitely 
arisen after parturition. One patient could state the date of 
onset of her illness. She had had a normal delivery and rose 
on the ninth day of the puerperium when pain in the right side 
began. The pain continued until operation seven months later 
when an abscess was found in a tubo-ovarian mass on the right 
side. The abscess appeared to be in the ovary, and in the pus 
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Gram-positive cocci were present. The Fallopian tube was 
thick walled and the plicae contained plasma cells in moderate 
number. A few plasma cells were present in the endometrium 
and myometrium. In this case the infection of the endometrium 
could not have been severe and the adnexa may have been 
reached by way of the lymphatics. Another patient was oper- 
ated on three months after delivery. The right tube was dis- 
tended with pus in which Gram-positive cocci and Gram-negative 
bacilli were present. There was well-marked endometritis. The 
ovaries were free from purulent collections. The tube appeared 
to be infected directly from the endometrium. The remaining 
patient was seven weeks in bed after an instrumental labour and 
since her delivery had had pain in the hypogastrium and latterly 
pain in the back. When operated on seven months after delivery 
bilateral ovarian abscesses were found, from the pus of which 
a haemolytic streptococcus was cultivated. There was not any 
exudate in the tube but it showed inflammatory changes— 
thickening of the wall, swelling of the plicae and infiltration 
with lymphocytes and plasma cells. The conclusion was drawn 
that the infection had spread from the endometrium to the ovary 
by way of the tube’ A feature of these cases was the fact that 
organisms could be demonstrated as long as seven months after 
the initial infection. Maryan’ has demonstrated a similar per- 
sistence of Gram-positive organisms in cervicitis and it is not 
unreasonable to conclude that in suitable circumstances these 
can spread to higher levels in the genital tract. 

In the cases of gonococcal infection in this series the factor 
determining ascent of the infection was not revealed. It was 
not proved in any instance that infection had spread to the 
Fallopian tubes during the puerperium. Earlier statistics 
regarding the incidence of various organisms in puerperal infec- 
tion showed that the gonococcus was present in an important 
proportion of the cases. Williams,’ out of 324 cases of pyrexia 
(101°F. or higher) during the first 10 days of the puerperium, 
obtained the gonococcus in pure culture in 29. According to 
this author gonococcal infections generally pursue a favourable 
course, but Munro Kerr" has stressed the severity of certain 
cases in which infection has occurred shortly before delivery. 
In Thomas’s* series of 800 cases the gonococcus was found alone 
in only three. In the three cases of gonococcal infection in the 
present series the symptom-duration was four to five weeks, 
although one patient dated her pain in the left iliac region from 
her second confinement seven years before operation. This 


470 











SALPINGO-OGOPHORITIS 


patient had had a haemorrhage on the eleventh day of the puer- 
perium due to the retention of a portion of the placenta. If infected 
at this time both tubes could not have been occluded because 
she became pregnant again a little over a year afterwards. Her 
third confinement, five years before operation, was also compli- 
cated by post-partum haemorrhage. Pain in the left side con- 
tinued, associated with yellow vaginal discharge. It was worse 
for a few days before menstruation. After a reparative operation 
on the cervix the pain was less. Four weeks before her last 
operation a severe attack of pain in the left side began. This 
had been preceded for about a week by a burning sensation in 
the vagina and lower abdomen. At operation both tubes were 
found sealed, swollen and acutely inflamed. Thick pus was 
present in each tube and in it gonococci were present. It was 
concluded that this patient may have had, at the time of her 
childbearing, gonococcal infection but that the condition found 
at the operation was due to recent infection. In all three cases 
in this series the gonococci were present in the tube and support 
was not found for the contention of Iwanow” that gonococci 
might reach the ovary by way of the lymphatics and not by the 
tube. 


Summary. 

1. Forty-one selected cases of salpingo-odphoritis have been 
described, in all of which, except three, exudate was present in 
the lumen of a Fallopian tube or in an ovary. 


2. Organisms were detected microscopically in 11 of the 41 
specimens. 


3. Gonococcal infection was characterized by closure and 
distension of the Fallopian tube with disappearance of the 
fimbriae. The plicae were swollen and were infiltrated with 
polymorphonuclear leucocytes or plasma cells. There was no 
instance of infection of the ovary without the Fallopian tube. 


4. In those cases in which Gram-positive cocci were present 
there was generally a definite history of puerperal infection. The 
Fallopian tubes were usually thickened and the fimbriae were free. 
The plicae were slightly swollen and plasma cells were present 
in moderate number. Pus in which organisms were detected 
was frequently present in the ovary and it appeared that infec- 
tion might reach the ovary by way of the lymphatics as well 
as by the tube. 


471 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


In conclusion the writer desires to express his thanks to the 
surgeons and pathologists of the Royal Samaritan Hospital for 
use of the clinical records and pathological material, and 
especially to Mr. Donald McIntyre for helpful criticism and 
advice. 
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Tuberculosis of the Cervix Uteri * 


WITH A DESCRIPTION OF AN ORIGINAL CASE. 
BY 


F. H. Fintatson, M.A., M.B. (Cantab.), F.R.C.S. (Eng.), 


Chief Assistant to the Obstetrical Department, St. Thomas’s 
Hospital. 


THIS condition was probably first described by Raynaud' in 
1831, and later by Lisfranc* in 1842, but it is likely that the 
earlier writers confused Nabothian ovules with miliary tubercles, 
for Lisfranc’ remarked that the condition could be cured by 
puncture of the nodules. In 1853 Virchow* appears to have 
described an undoubted case of tuberculosis of the cervix and, 
after this, instances of the condition were recorded at irregular 
intervals until, in 1883, Babes’ first isolated the bacillus of Koch 
from a vaginal discharge. 

The cervix is not often infected by tuberculosis, for in 1919 
Moore’ was able to collect only 170 recorded cases, and in less 
than 20 of these had the disease originated in the cervix. Many 
cases are undoubtedly missed through lack of routine pathological 
examination of uteri removed at operation, and, moreover, at 
autopsy, genital tuberculosis may be an unnoticed complication 
of fatal pulmonary disease. 

Tuberculosis of the genitalia is not very uncommon, for 
Heynemann,* after reviewing a large series of statistics, estimates 
that it is present in from 1.5 to 3 per cent of unselected autopsies 
on women. If death has been due to tuberculosis the incidence 
of genital lesions is higher, probably exceeding 5 per cent 
(Whitehouse,’ 5 per cent; Berkeley,* 7.7 per cent; Merletti,’ 12.6 
per cent). The cervix itself appears to be involved in about 3.5 
per cent of all cases of genital tuberculosis (Douay,'* Greenhill'’), 
though some authorities put the figures considerably higher 
(White,'* 8 per cent). 

Reviewing these figures, it is apparent that tuberculosis of the 


*Adapted from a Thesis read for the M.B. degree of Cambridge University. 
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cervix is less rare than is often believed, and it can be assumed 
that of every 600 women who die of consumption, tuberculosis 
of the cervix uteri can be detected in one. 

About 50 per cent of cases occur in women aged between 20 
and 40 years, but very wide variations have been recorded, the 
extremes being three years (Chaton,'*, Mosler'*), up to 79 years 
(Kaufmann"’) and 87 years (Rossle'®). The condition occurs 
mainly in temperate climates, but coloured women living in these 
latitudes are markedly susceptible, this being instanced by the 
many cases recorded in American negresses. 


Primary Tuberculosis of the Cervix Uteri. 


Strictly speaking, before a case is accepted as belonging to 
this category, an exhaustive autopsy should have been performed 
in order to exclude the presence of an earlier tuberculous lesion, 
for the fact that an extra-genital lesion appears to be quiescent 
does not prove that it was not the primary focus of infection. 
Moreover, as most persons harbour some tuberculous focus— 
Schlimpert,’’ for example, in 3,514 consecutive autopsies on 
women and girls found that 61 per cent showed gross tuberculous 
lesions—any given case is difficult of proof of having originated 
in the cervix. 

In general, writers have accepted, as primary, cases of 
tuberculosis of the cervix in which an earlier focus of infection ~ 
was not demonstrable during life, or, in the case of the death of 
the patient, at autopsy. Even so, very few cases of primary 
tuberculosis of the cervix have been recorded. Bruce Harris," 
in 1908, found only six cases in the literature. Moore,’ in 1919, 
accepted between 15 and 20 cases, while in 1929 Douglass and 
Ridlon'® believed that less than 20 undoubted cases of primary 
tuberculosis of the cervix had been established. It is probable 
that the figure is still under 25. 

Infection presumably occurs by direct implantation of 
exogenous bacilli. Moore’ suggests that bacilli might enter the 
body via the lungs and be carried to the cervix by the blood- 
stream, without the formation of a pulmonary lesion, but this 
cannot be accepted as a cause of true primary tuberculosis of the 
cervix. 

Much experimental work has been done on the subject of 
direct implantation of the bacilli, and numerous investigators 
(Peraire,*” Dobrolonsky,”' Bakacs,** Keller,” Bauereisen ,** Baum- 
garten,”” Cornil,** and Jung and Benneke’’) have produced 
genital tuberculosis in animals by direct infection with bacillary 
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cultures, while Popoff** and Gorowitz** have shown that trauma 
and prior inflammation are important predisposing causes of 
infection. Not one of these investigators, however, has managed 
to produce cervical tuberculosis, the most common sites of infec- 
tion in this series being the endometrium, Fallopian tubes and 
vagina. 

The apparent immunity of the cervix is probably due to 
several factors. The bacillus of Koch cannot penetrate the intact 
stratified epithelium of the portio vaginalis, and the cervical 
secretion is said to exert a defensive power, while the great 
vascularity of the cervix raises its resistance to tuberculous 
infection. 

Factors predisposing to infection include trauma sufficient 
to cause breach of surface or lowering of local tissue resistance, 
and any condition that reduces the bactericidal power of the 
normal cervical secretion. 

With this in mind, it is not surprising that as early as 1879 
Cohnheim"’ suggested coitus as a cause of primary genital tuber- 
culosis, and since then a mass of literature has arisen on the 
subject. 

While it is apparently true that tubercle bacilli have 
not been demonstrated in the sperm of living humans, 
recorded case-histories strongly suggest that coitus with an 
infected male is the common cause of true primary cervical 
tuberculosis. Many observers (Derville,*! Martin,** Chaton,"’ 
Spinelli,** Prochownik"') have described cases in which women 
have developed genital tuberculosis following coitus with males 
suffering from tuberculous epididymitis. Gartner** injected 
tuberculous material into the testes of rabbits and found that 
about 50 per cent of females developed genital lesions after coitus 
with the infected males. A tuberculous genital lesion, however, 
does not seem to be essential for the transmission of the disease 
by coitus. In 1886 Curt Jani** showed that the bacillus of Koch 
could: pass through healthy capillary membranes, and isolated 
the bacillus from the apparently healthy prostates and testes of 
dead consumptives. His findings were later confirmed by Foa,* 
Spano,** Derville,*' and Sirena and Pernice.*” Hammer*’ men- 
tions a case in which a phthisical husband lubricated himself 
with his own sputum and infected his wife, while Noboa*' reports 
the case of a woman who developed tuberculosis of the cervix 
following the death of two husbands from phthisis. Fernet,** 
and also Bauereisen,** report similar cases, though in these the 
cervix was not the genital organ involved. 
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Apart from coitus it is possible that a few cases of primary 
tuberculosis of the cervix may follow the introduction of the 
bacilli by douches, infected linen or examining fingers, but it is 
interesting to note that a case of undoubtedly primary tubercu- 
losis of the cervix has not been recorded in a virgin, and that 
many of those infected were addicted to sexual excesses. 


Tuberculosis of the Cervix primary in the Genitalia. 

With the exception of the vulva, the cervix is the part least 
often affected of the female genitalia, but secondary infection of 
the cervix from some extra-genital focus is considerably more 
common than true primary cervical tuberculosis. Most frequently 
the primary focus is in the chest. Veyrat** found that out of 89 
women suffering from tuberculosis of the cervix 38 had co- 
existing pulmonary disease, and later writers have found this 
association even more common. In view of the distance between 
the two lesions and the infrequence of intermediate foci, it 1s 
probable that cervical infection occurs via the blood-stream, 
though all authorities are by no means in agreement on this 
point. Experimentally, Villemin** has produced genital tubercu- 
losis in monkeys by intravenous injection of bacillary cultures, 
and has shown that local trauma predisposes to infection. The 
haematogenous route of infection is favoured by the majority 
of writers on the subject (Amann,*" Muller,“* Hartmann,” 
Schmidt,** Moore® and Bonnet and Bulliard**). 

Bakacs,** however, failed to confirm the work of Villemin,** 
but was able to cause genital lesions in guinea-pigs by injecting 
cultures of bacilli into the mesenteric lymph glands. This writer 
is of opinion that the genitalia are commonly infected by retro- 
grade lympathic spread, although, in practice, the local lym- 
phatic glands are seldom involved in genital tuberculosis. 

Other possible means of infection include surface implantation 
of autogenous bacilli, and direct spread from neighbouring 
organs, such as the bladder or rectum. Both these routes of 
infection are very rare. Pinner (cited by Hartmann‘*’) has shown 
that coloured particles placed in the peritoneal cavity may be 
transported to the vagina by ciliary action, and in this way 
cervical tuberculosis might be secondary to tuberculous perito- 
nitis. When one considers, however, the susceptibility of the 
Fallopian tubes to the disease, and the relative immunity of the 
cervix, it is clear that this must be a very unusual cause of 
tuberculosis of the cervix primary in the genitalia. Intestinal 
tuberculosis tends to be followed by vulval, rather than cervical, 
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disease, and I cannot find any recorded case of the cervix having 
been infected secondarily to vulval tuberculosis. 

The immunity of the cervix is shown by the fact that not one 
investigator has yet artificially infected it with tuberculosis. The 
importance of parturitional lacerations has perhaps been under- 
rated. Cervical tuberculosis is most frequently secondary to tubal 
disease and consequent sterility, and for this reason a fair pro- 
portion of all sufferers from the disease is nulliparous. If, how- 
ever, one considers those cases in which the cervix is the only 
genital organ involved, it is found that the majority occur in 
parous women, and Chaton,"* and also Bender,*’ describe cases 
in which tuberculosis of the cervix arose shortly after parturition 
and was apparently determined by it. 

The mild, and repeated, trauma of coitus again appears to 
predispose the cervix to tuberculous infection, in the same way 
as trauma may determine the site of a bony tuberculous lesion. 
In this connexion it is worth mentioning that some cases of 
apparently primary tuberculosis of the cervix, which have fol- 
lowed coitus with an infected male, may in reality have been 
secondary to an undiscovered pulmonary lesion acquired by the 
woman from her infected partner. 


Tuberculosis of the Cervix Secondary to Disease elsewhere in 
the Genitalia. 


This is by far the most common type of cervical tuberculosis, 
and would no doubt be found a great deal more often if all 
cervices removed at operation were submitted to microscopy. 

In the majority of cases the genital lesion itself is secondary 
to another lesion, usually in the chest. Horizontow’' and 
Schlimpert,'’ working independently, found, at autopsy, pul- 
monary tuberculosis in go per cent of persons with genital lesions, 
while Von Bardeleben”’ states that genital tuberculosis is almost 
always secondary to phthisis, and that the latter condition is 
often advanced. After the lungs, the most common extra-genital 
primary sites appear to be the peritoneum, intestine and urinary 
tract, in that order. 

The usual route of genital infection again appears to be 
haematogenous, though tubal disease not infrequently occurs by 
direct spread of peritoneal tuberculosis. Of the genitalia the 
Fallopian tubes are the most often infected, the incidence of 
tubal disease in all cases of genital tuberculosis being more than 
80 per cent (Schlimpert,’’ 79.8 per cent; Berkeley,* 80 per cent; 
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White,'’ 85 per cent; Norris,’* 90 per cent; Merletti,’ gt per cent; 
Phillippe,’** 93 per cent). 

In the genitalia themselves spread is by surface continuity. 
In 200 cases of tuberculous salpingitis examined at the Johns 
Hopkins Hospital,*? the: uterus was involved in 72.5 per cent, 
the ovaries in 33 per cent, and the cervix in 3.5 per cent. This 
appears to prove that the organs nearest to the primary site of 
infection are the next to be involved. Uterine infection is usually 
limited to the endometrium, the myometrium being relatively 
seldom affected, and Forgue,’* by cutting serial sections in a case 
of tubo-uterine tuberculosis, showed that the disease became pro- 
gressively more recent as the distance from the primary genital 
focus increased. Moreover, it is very unusual to find a case in 
which tuberculosis of the Fallopian tubes and cervix co-exists 
with a healthy endometrium, though it is true that Frankl’’ and 
Brown” describe two such cases. 

The relative immunity of the cervix is again remarkable. In 
the figures quoted above the uterus was involved in 72.5 per 
cent of such cases; the cervix in only 3.5 per cent. In another 
series Spaeth”' found that the cervix was infected in six out of 119 
cases of uterine tuberculosis, so that in only about 5 per cent of 
cases does uterine disease spread to the cervix. It is possible that 
the isthmus uteri, with its thin endometrium and free vascular 
supply, may act as a barrier to the spread of the disease. 
Frankl’? does not credit this, but describes a case in which 
endometrial tuberculosis stopped short at the isthmus and res- 
pected it. The isthmus uteri, however, cannot act as a barrier to 
descending infection only, and it is probable that tuberculosis 
originating in the cervix spreads upwards to the uterus in about 
25 per cent of cases (Delore and Chalier*’), so that it appears that 
the infrequence with which the cervix is involved must be ascribed 
partly to its inherent immunity to tuberculous infection, and partly 
to the fact that the disease spreads slowly, the cervix being some 
distance from the commonly infected Fallopian tubes; while the 
periodic shedding of the endometrium at menstruation may also 
tend to hinder the spread of the disease. 


Pathology. 

The disease does not differ in essentials from tuberculosis else- 
where. Giant cell systems are usually numerous and readily 
demonstrated by microscopy; the bacilli are less easy to find. 

The process is generally superficial in the early stages but 
tends to spread deeply along the course of the blood-vessels 


478 











TUBERCULOSIS OF THE CERVIX UTERI 


(Moore’). The glandular epithelium is seldom attacked by the 
tuberculous process, but glandular overgrowth and oversecre- 
tion are common, while the epithelium may undergo metaplasia 
to the squamous-celled type and cause confusion with carcinoma 
on microscopical examination. 

Spread is chiefly by direct extension, the vaginal fornices, as 
a rule, being affected before the corporeal endometrium. The 
pelvic cellular tissue and lymphatics are seldom involved in the 
early stages of the disease, and, in the absence of improper 
treatment, remote metastases are rare. 

Spread by surface implantation is uncommon, and I can find 
only three cases (one my own) in which vulval tuberculosis fol- 
lowed cervical disease. Tuberculosis of the cervix may exist in 
the following forms. 


(1) The papillary, or vegetative, type is one of the two most 
common forms. The portio vaginalis becomes covered with 
papillary outgrowths, which later spread to the fornices. On 
palpation this type is liable to be mistaken for carcinoma, though 
the outgrowths are of a brighter red, and less hard and friable 
than is the case in malignant disease. 


(2) The ulcerative type is about as common as the papillary. 
The ulcers have a serpiginous outline, with clean-cut unraised 
edges, and bases covered with grey or yellow granulations. They 
are not indurated and are usually limited to the cervix, but may 
be mistaken for carcinoma. 


(3) The interstitial type is less common. Case-histories suggest 
that this type is most frequent when the cervical lesion is secon- 
dary to some extra-genital focus, the infection being blood-borne. 
The process is deep-seated from the first, and marked hyper- 
trophy may be present, the cervix sometimes protruding through 
the vulva, while, later, sinuses and ulcers develop in many cases. 
It is this type of the disease which may co-exist with carcinoma 
(Rudeloff,*’ Gais,*? Bonnet and Bulliard**), 


(4) The miliary type is rare, but is the easiest form to recog- 
nize. The portio vaginalis is covered with greyish tubercles, 
which have been confused with Nabothian ovules. 

(5) The endocervical, or catarrhal, form is perhaps the 
earliest stage of the disease. It can be diagnosed only by biopsy 
and is very rarely found in practice. 

(6) The polypoid form is probably a later stage of the fore- 
going. It may closely resemble a simple mucous polypus. 
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Differential Diagnosis. 

The condition is most commonly confused with carcinoma, 
and no doubt many reported cures of carcinoma of the cervix 
following simple amputation, were in reality cases of tuberculosis. 
Instances have been recorded (Lewers*’) in which museum speci- 
mens of carcinoma of the cervix have been examined micro- 
scopically after many years and proved to be tuberculous, 

Other conditions which may cause confusion are venereal 
lesions, traumatic ulcers, adenoma, simple hypertrophy, erosions 
and mucous polypi. 

Positive diagnosis can be made only by biopsy. Tubercle 
bacilli cannot be demonstrated in the vaginal discharges, and 
the various general tests for tuberculosis give less certain results 
than does microscopy. 


Symptomatology and Diagnosis. 

The usual history is of persistent offensive leucorrhoea which 
has failed to respond to treatment, and is often associated 
with dull pelvi-lumbar pain. Pain itself is a very variable 
symptom and its severity is of little importance in determining 
the extent of the lesion. Bleeding usually occurs only after such 
trauma as may be occasioned by coitus, examination or douch- 
ing, and is seldom severe. Bleeding in the absence of trauma 
suggests that the disease is not limited to the cervix. 

The patient frequently gives a history of an extra-genital 
tuberculous lesion in the past, or of close contact with an infected 
person. Gross loss of weight and night sweats suggest an active 
extra-genital lesion, and the same applies to amenorrhoea. 
Absence or scantiness of the menses was found by Murphy“ in 
12 out of 28 cases, in which menstruation was normal in three 
and profuse in the remaining 13. 

The above history will indicate a vaginal examination, at 
which the cervix is usually found to be bulky and somewhat 
friable, and will bleed slightly on palpation. The vegetative and 
ulcero-hypertrophic varieties may closely resemble carcinoma, 
but the age incidence in tuberculosis is younger, and the cervix 
often remarkably mobile in spite of long-standing symptoms. 
The parametria are seldom indurated. 

Positive diagnosis can be made only by biopsy, and a portion 
should be removed either by a scalpel or by diathermy for 
microscopical examination. 


Treatment. 
The treatment adopted depends on the presence or absence of 
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an active extra-genital lesion. The former contra-indicates all 
radical surgical measures. Active extra-genital disease is sug- 
gested by gross loss of weight, evening rise of temperature, night 
sweats, and amenorrhoea, and in all cases careful search should 
be made for such a focus, as ill-judged interference with the 
genital lesion may well cause exacerbation of the general disease. 
Cullen,*’ for example, mentions a case in which, in spite of the 
warning signs detailed above, the pulmonary condition was con- 
sidered to be inactive, and a tuberculous cervix was amputated. 
The patient died of phthisis within a month. When an active 
extra-genital lesion exists treatment should be directed at this, 
especially attention being paid to the provision of good food, 
fresh air and heliotherapy. Ferry®® reports such a case, in 
which general treatment resulted in such improvement of the 
pulmonary condition that radical removal of the genital lesion 
was possible two years later. 

In other cases the pulmonary condition is advanced, and the 
genital lesion an unimportant and perhaps unnoticed local com- 
plication of the disease. Kronig,*’ for example, states that, at 
autopsy, the genital lesion is seldom found to have been 
the cause, or even the accessory cause of death. In these 
circumstances the cervical condition seldom requires treatment, 
but if symptoms render this imperative, cauterization of the 
cervix or the application of radium appear to do the least harm. 

The presence of a quiescent extra-genital lesion does not 
contra-indicate surgical treatment of the genital disease, and 
complete extirpation of the affected parts should be the aim of 
operation. This will usually involve panhysterectomy, healthy 
ovaries being conserved in young women. There does not 
appear to be any advantage in performing vaginal hysterectomy, 
since the presence of pelvic adhesions cannot always be excluded 
before operation. 

If the patients are followed up for several years it will be found 
that radical treatment gives the best results, for conservative 
measures may bring about apparent cures, but later the disease 
only too often recurs. In certain cases in which the disease ap- 
pears to be localized to the cervix, the question of conservation of 
the uterus, in a young woman, may arise. Such cases must be 
treated on their individual merits, and instances are recorded in 
which parturition followed amputation or even cauterization 
(Tendenat, cited by Martin**) of a tuberculous cervix. These 
cases are exceptional, and in most instances conservative treat- 
ment is unwise, for previous spread to uterus and Fallopian 
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tubes cannot in any case be excluded. Beyea** in 1900 reported 
the end-results of 21 cases of tuberculosis of the cervix. Of 
these Io patients had been treated by panhysterectomy, and of 
the seven who survived the operation six were alive and well 
five and a half years later. The remaining 11 were treated by 
local applications to the cervix, and of these one was cured, five 
were temporarily relieved, and the remaining five steadily grew 
worse. With the improvement of operative technique it is clear 
that radical treatment offers the best chance of permanent cure, 
especially as it is impossible to be certain that the disease is 
limited to the cervix in any given case. 

The curette should never be used either in the diagnosis or 
treatment of the condition. Widespread dissemination of the 
disease often follows the use of this instrument and on referring 
to the few reported cures it is usually found either that the 
presence of tuberculosis was not confirmed microscopically, or 
else that the after-history of the case was not followed. Apart 
from the risk of disseminating the disease, incomplete removal 
of the genital focus tends to stir up quiescent extra-genital foci. 

Radium has been applied on several occasions, often after a 
mistaken diagnosis of carcinoma of the cervix. Local fibrosis 
and cessation of bleeding follow, and the general condition is 
said to be unaffected (Sasaki**). Bottaro,’’ however, describes 
the case of a patient in whom phthisis developed following the 
treatment of an apparently primary case of tuberculosis of the 
cervix by radiotherapy. 

In any event radiotherapy is contra-indicated in the presence 
of salpingitis, and it offers a less permanent cure than radical 
removal. It may be justified when the general condition of the 
patient does not allow of more drastic measures. 

In all cases general treatment designed to raise the resistance 
of the patient to the infecting organism should not be neglected, 
and cures by these means alone have occasionally been recorded. 


CONCLUSIONS. 

(1) Primary tuberculosis of the cervix is extremely rare, less 
than 25 cases having been recorded. In the majority of instances 
infection is by coitus. 

(2) Genital tuberculosis is less rare than is often believed, and 
is usually secondary to a pulmonary lesion, the infection being 
blood-borne. 

(3) Genital spread is by surface continuity, the cervix being 
relatively immune to infection. 
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(4) Treatment, in the absence of an active extra-genital lesion, 
should aim at complete extirpation of all infected parts, con- 
servative treatment being applied only in exceptional cases. 

(5) In the presence of an active extra-genital lesion, this 
should receive priority of treatment, as interference with the 
genital condition tends to cause exacerbation of the primary 
focus. 


REPORT OF AN ORIGINAL CASE IN WHICH THE CERVIX, VULVA 
AND PERINEUM WERE ALL INFECTED WITH TUBERCULOSIS. 


Mrs. Elizabeth B. first came under my notice on entering the Chelsea 
Hospital for Women in November, 1933. She had attended the out-patient 
department eight months previously, and her condition had been diagnosed 
as carcinoma of the cervix. In spite of many written requests, she had 
failed to enter the hospital at an earlier date. 

On admission, she was found to be a pale, ill-nourished woman of 35 
years, who complained of dull pelvic pain dating from her last confinement 
4’ years previously. Leucorrhoea had also been present, and for the last 
year this had been profuse, offensive and occasionally blood-stained. 
Dyspareunia and vulval soreness had arisen during the previous six months. 

There was no family or past history of tuberculosis, but the patient 
remembered nursing an acute case of phthisis for a fortnight, five years 
before admission. 

The patient herself had never been very robust, but had not suffered 
from any serious illnesses. She had recently been losing a fair amount 
of weight. She had had three normal confinements, the youngest child 
being aged 4!; years. The menses had always been scanty but regular, 
and had not varied in quantity. 

On examination there was evidence of profuse and somewhat offensive 
leucorrhoea, and a deep, ragged, soft, red and very tender ulcer (Fig. B) 
was found to have destroyed the majority of the left labium minus, and to 
extend for a short distance up the vagina. The ulcer was about the size 
of a half-crown, and a second smaller ulcer (Fig..A) was present on the 
tight buttock about two inches postero-lateral to the fourchette, this ulcer 
being shallow and covered with greyish granulations. Neither of these 
ulcers had been present when the patient was seen eight months previously. 

Vaginal examination, which was painful, disclosed a hypertrophied 
cervix. covered with small warty outgrowths which had spread just to 
the fornices. The condition closely resembled carcinoma, but bleeding 
was slight on palpation, and the cervix less hard and friable than migit 
have been expected, while, in spite of the long history, cervical mobility 
was quite unimpaired. Examination of the chest, abdomen and urine dis- 
closed nothing abnormal. 

On November 8th, 1933, biopsy was performed, portions being removed 
from both ulcers and the cervix. All three specimens were diagnosed as 
tuberculous on pathological examination, the micro-photographs being 
attached hereto. 
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A physician was asked to re-examine the patient’s chest, but he also 
did not find anything abnormal. The patient was free from cough and 
pyrexia while in the ward, and cultures of the urine for tubercle bacilli 
proved sterile. 

The husband was also examined, to see whether the disease had been 
transmitted by coitus. His epididymes, prostate and vesiculae seminales 
appeared normal, and there was no evidence of phthisis. 

On November 15th, 1933, Mr. Goodwin operated under spinal anaesthesia. 
The vulval ulcer was first excised, and some difficulty was experienced in 
the complete removal of the anterior limit of the infected area, which 
encroached on the urethra. The perineal ulcer was excised without diffi- 
culty, and both wounds were closed without drainage. Abdominal pan- 
hysterectomy was performed, the healthy ovaries being conserved. The 
abdomen was closed without dranage. 

Examination of the parts removed showed that the Fallopian tubes 
and endometrium were normal, the disease stopping short at the os internum 
(Fig. C.). 

Recovery was uneventful, except that the vulval wound did not heal 
by first intention. Ultra-violet light was given locally, but it appeared 
that a small tuberculous area in the neighbourhood of the urethra had not 
been removed. 

At this stage an X-ray photograph was taken of the lungs, and disclosed 
unsuspected fibrosis, which was held to indicate a healed tuberculous lesion. 

Two years later the patient reported that she was in fair health, and 
the abdominal and perineal wounds were well healed. There was still some 
leucorrhoea, and on examination ulceration was found to be involving the 
vestibule. The pulmonary condition had remained quiescent, and there was 
no cough. 

Secondary excision of the vulval recurrence is at present being con- 
sidered. 


The case is interesting for several reasons. Not only was the 
condition very extensive, but it was one of the very few cases 
in which vulval tuberculosis had arisen secondarily to cervical 
disease. If the X-ray of the chest had not disclosed old tubercu- 
lous disease, the case would have been considered as one of 
primary tuberculosis of the cervix. As matters stand, it appears 
that the cervical condition was secondary to the pulmonary 
lesion, the latter possibly being acquired five years previously 
when the patient had nursed a case of phthisis. Genital symp- 
toms arose immediately after a confinement, which may have 
determined the site of the genital disease. 


I am indebted to Mr. Aubrey Goodwin for allowing me to 
report this case. 
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Grafting of Endometrium from the Uterus of one Woman 
into the Uterus of another, combined with 
Grafting of Ovary. 


BY 


BETHEL SOLOMONS, 
M.D., F.R.C.P.I., F.C.0O.G., Hon. F.A.C.S. 


Gynaecologist, Dr. Steeven’s Hospital, Dublin. Late Master 
Rotunda Hospital, Dublin. 


Mrs. K. G. consulted me in August 1933. She was 28 years of 
age and gave a history of (I) ovaritis as a complication of 
mumps, and (2) a gynaecological operation in England in May 
1930 when an ovarian cyst with the ovary was removed. 

She was in a highly neurotic condition; had not menstruated 
for three years; had lost all feeling of sex, and felt she was a 
useless member of the community, and talked of suicide so that 
her husband could marry again. She said if she could menstruat¢ 
again it would make all the difference in her life. 

Examination at the time revealed a normal pelvis, and apart 
from the psychological condition a normal but slightly emaciated 
woman. She was admitted to hospital, and numerous hormonic 
injections were given without the desired effect, i.e. to bring 
about menstruation. She was growing very miserable and more 
and more thin. 

In June 1934, she was admitted to Steeven’s Hospital where 
I inserted an ovarian graft in the left rectus muscle. The graft 
was taken from a healthy young woman, 31 years of age. 

Menstruation did not supervene, as the patient became un- 
ceasingly miserable and thin.’ With every advance in hormone 
therapy, I experimented on her, but she did not menstruate. In 
July 1935 I therefore decided to perform an operation which, 
so far as I am aware, has not been done before. 

On July 21st, 1935, the abdomen was opened—a very small 
uterus was found. The ovary had apparently been removed on the 
left side and on the right side the ovary was slightly cystic, and 
adherent to the broad ligament. In order to control haemorrhage, 
ring forceps were applied to the infundibulo-pelvic ligaments, 
and Bonney’s clamp to the uterine vessels. The uterus was then 
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split and the endometrium exposed. It was very atrophic in 
appearance, and a piece half-an-inch square was removed. The 
uterus had been removed for multiple fibroids from a woman of 
34 years of age immediately prior to my operation. This uterus 
together with a mass of fibroids was the size of an eight months’ 
pregnancy. 

A piece of endometrium was dissected from the removed 
uterus and was grafted into the uterus of K.G. by means of fine 
interrupted catgut sutures. In addition a piece of ovary which 
was attached to the removed uterus was placed in the right 
rectus muscle of K.G., following Blair-Bell’s technique.' A piece 
of ovary was removed from K.G. for investigation. 

Dr. Bourke reports on the endometrium and ovaries of both 
patients as follows: 


PIECE OF OVARY AND ENDOMETRIUM FROM K.G. 


‘‘The fragment of endometrium was very small and consists 
mainly of myometrium, the endometrium present is very slight 
and is limited to two small pieces at either end of the fragment 
sent, the glands, which are of the resting type, are infiltrating the 
muscle wall. The condition is one of early adenomyosis, 

Sections of the ovary (Figs. 1 and 2) show many primordial 
follicles and some atresic follicles. It is rather noticeable that 
there are no corpora candicantes to be seen. There are two 
follicles present, one is about the size of a hazel nut. The other is 
smaller and shows somewhat thickened and apparently luteinizing 
theca. Dr. Schiller has seen these sections and agrees with the 
findings in this case. He states, however, in addition, that the 
appearance of the ovary resembles that seen during pregnancy; 
this refers very likely to the smaller follicle with the luteinized 
theca, and if this is so, it might be a possible explanation of the 
amenorrhoea.”’ 


SECTIONS OF OVARY AND UTERUS FROM L.M. (DONOR). 


‘“‘Sections of the ovary from which the graft was taken in the 
same region shows many small corpora candicantes; a récent 
corpus luteum undergoing degenerative changes, a large follicle 
and some slight interstitial haemorrhage. 

Sections of the uterus show resting type glands, which corres- 
pond to the menstrual history; there are multiple myomata of 
varying size; these are simple type, many showing hyaline 
degeneration.”’ 

The following comments may be made on these reports. 
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OVARIAN AND ENDOMETRIAL GRAFTING 


It is interesting that in this case there is a definite early adeno- 
myosis which has, apparently, not yet reached the stage to cause 
the haemorrhage, which is usually the result in this condition. 
It also shows, perhaps, that the uterine glands had not lost the 
power of growth, and hence that the cause of the amenorrhoea 
was extra-uterine, i.e. hormonic. 

The absence of corpora candicantes is significant, as this really 
is an end-result of the corpus luteum, and consequently tends to 
confirm the amenorrhoea. In comparison it should be noted that 
there are many corpora candicantes present in the grafted ovary, 
and there is an obvious corpus luteum undergoing degenerative 
changes. 

It was satisfactory to find that the endometrium which was 
grafted was normal. The subsequent history is interesting. The 
patient kept me busy with correspondence. Before her second 
grafting operation she wrote the most despondent letters. About 
a month after the operation I saw her, and the change was 
dramatic. She had no despondency, was bright and happy and 
had already put on flesh. 

On August 22nd she wrote: ‘“‘Since the last operation I have 
felt altogether a new woman: I have not as yet had any signs 
of menstruation, but the vigour which has aroused me physically 
is beyond my expectation—the lassitude has gone.’’ It is 
interesting to read other extracts, and they are only given to illus- 
trate the psychological problem I was dealing with. ‘‘My leaping 
gratitude for the health you have fixed into me with the spare 
parts of other run-down engines. Now I should like to jump over 
the moon and hang out my washing on t’other side.’’ There 
was much other correspondence, but on September 25th, less 
than two months after the operation, I had the following : ‘‘The 
thing happened. I had a menstruation to-day. You were 
interested, and I guess it is the sporting thing to thrust a sordid 
detail into ink.’’ The menstruation lasted three days. Menstrua- 
tion has been regular since. 

There are many interesting data in this case. What brought 
on the amenorrhoea? Was it a fright she is said to have had? 
Was it the operation for ovarian tumour? Was it the small 
cystic ovary? Was it hormonic? Was it mumps? 

I find all these questions impossible to answer with any degree 
of assurance. The obvious thing which accrues from a study 
of the case is that her own ovary was not functioning. She had 
enormous quantities of hormonic injections without results, and 
in view of other successes I have had in this direction it is difficult 
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to place the blame on the hormones. Her endometrium was 
atrophic, but this would result, indirectly at any rate, from the 
non-functioning ovary. 

As the first effort was unsuccessful, the placing of a piece of 
healthy ovary alone might possibly have produced the result 
achieved, but I believe, in cases of amenorrhoea such as these 
in which the endometrium is defective or atrophic and when it 
has possibly lost the power of undergoing the normal cyclic 
changes, there is a place for endometrial as well as ovarian grafts. 

Some years ago’ I reported a successful case of transplantation 
of the ovary from one woman to another. I said then I was not 
keen on auto-transplantation, i.e. the removal of the ovary from 
its normal place during a hysterectomy and placing it somewhere . 
else. The ovary is better with its own blood-supply, but if it 
is cystic and difficult to resect, a small healthy portion can then 
be placed in the rectus muscle. 

If menstruation had not occurred in this case I would certainly 
have given very large doses of oestrin to stimulate the graft. 

Cheval*® has grafted two considerable portions of the uterine 
cornua into the subcutaneous cellular tissue at the same time 
as he grafted the ovaries. He states that ovarian grafting prevents 
the uterine atrophy which usually follows a double odphorec- 
tomy. Apparently in the case reported by me this atrophy had 
occurred, and once it has occurred a uterine graft seems to be a 
sensible and logical procedure. 

Cheval in his experiments on dogs found, after six months, 
as follows :— 

At first the uterine graft produces a disturbance of the 
epithelial cells of mucous membrane and of the glands accom- 
panied by a production of mucus. The result of this is the 
formation of mucous cysts bringing about degeneration of the 
epithelium which desquamates. At the fourth month this reaction 
has ended, and a more or less uterine cavity is found lined with 
an epithelium from which uterine glands break off and which 
scarcely secrete any mucus. 

Apparently in my case the uterine graft took, in as much as 
menstruation occurred. While I suggest that the ovarian graft 
influences the uterine graft, Cheval suggests that the uterine graft 
maintains a stronger vitality than the ovarian graft. In my 
case it is possible that the ovarian graft, being from the same case 
as the endometrial graft, stimulated this fragment, and this seems 
feasible, as menstruation did not come on until two months after 
the operation had been performed. 
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Cheval has grafted strips of endometrium subcutaneously 
into women when it was necessary to remove the uterus, but so 
far as I can ascertain, grafting of endometrium into the uterus 
of a living woman for amenorrhoea has never been done. Cheval 
reports an interesting case in which he removed a graft six months 
after insertion, and the graft was in excellent condition and had 
been the site of a recent haemorrhage 

Endometrial grafting will not be done on a large scale, but 
there will be some few selected cases in which it will bring 
physical and mental happiness, as it has done in the case 
reported. 


SUMMARY. 


A case of grafting of ovary from one woman to another in 
addition to grafting a piece of functioning endometrium from 
the uterus of one woman into the uterus of another is reported. 
This is the first occasion on which the report of such an operation 
has been published. Menstruation followed after years of 
amenorrhoea, and after ovarian grafting and much hormonic 
treatment had failed. Since writing this paper my patient has 
menstruated regularly. 
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Modern Theories of Dysmenorrhoea. 


BY 
D. J. Cannon, M.B., B.Ch., M.A.O. 


Surgeon and Gynaecologist to Kildare County Infirmary and 
Drogheda Memorial Hospital (Curragh); Late Examiner in 
Obstetrics and Gynaecology, N.U_I. 

‘‘Every pain has its distinct and pregnant signification, if we will but 

carefully search for it.’’—Hilton, Rest and Pain, 1863. 
THE precise mechanism of visceral pain, of which dysmenorrhoea 
is a classical example, has been the subject of much research 
within recent years. In order to understand its mechanism, 
careful analysis must reveal not only the place and time of its 
occurrence, but also the intensity and quality of the pain so far 
as it is humanly possible to do so. Pain is so variable in 
intensity and quality that a precise definition is not always an 
easy matter. We have no choice, then, but to place our 
dependence upon the statement of each individual and, as we do 
so, we register one of the weakest points in our system of clinical 
investigation. After long and careful analysis, I think we have 
at last succeeded in separating out the characteristic features of 
genuine dysmenorrhoea. The pain is characteristically intra- 
menstrual, although, at times, it may be pre-menstrual as well. 
It is essentially spasmodic or tetanic in character, but never a 
dull ache. Occasionally it is accompanied by painful spasms in 
the bladder and the rectum. Dysmenorrhoea, in the sense 
defined, must be carefully distinguished, on the one hand, from 
the dull aching pain of menorrhagia which is, characteristically, 
pre-menstrual in time and relieved by the menstrual flow, and, on 
the other hand, from anxiety and hysterical manifestations which 
sometimes accompany an almost painless menstruation. 

It is generally agreed that undue muscular contractions 
constitute the appropriate stimulus to the production of spasmodic 
visceral pain. Whatever, then, be the fundamental cause or 
causes of dysmenorrhoea, the nature of the pain would suggest 
that the proximal or immediate cause is a spasmodic or disordered 
contractility of the uterine musculature. If this view is accepted, 
it is obvious that the fundamental cause or causes of dysmenor- 
rhoea can only be discovered in the light of the factors which 
govern the reactivity of the uterine muscle which to-day is 
regarded as an essential part of the menstrual process. Within 


492 











MODERN THEORIES OF DYSMENORRHOEA 


the last few years fresh discoveries have been made in the 
physiology of uterine motility. In the light of these discoveries 
the time is ripe for a revision of our conceptions in regard to the 
fundamental aetiology of dysmenorrhoea. In America, interesting 
investigations on uterine motility have been made by Reynolds, 
Friedman and others.’ Reynolds, experimenting upon unanaes- 
thetized rabbits with uterine fistulae prepared by transection of 
the vagina, has shown that during oestrus there is marked uterine 
motility, while, during anoestrus there is only feeble activity. 
The administration of folliculin to the castrated animals restores 
full uterine activity. On the other hand, the folliculin-produced 
contractions are inhibited by the injection of progestin or the 
urine of pregnant women. The inference is that folliculin is the 
normal stimulus to uterine contractility, while the corpus luteum 
hormone is an inhibitor. It is generally agreed, however, that 
folliculin sensitizes and progestin desensitizes the posterior pitui- 
tary hormone which is the natural excitant of uterine contractility. 
Observations on the rabbit appear applicable to the human being 
if we bear in mind that in the latter the luteal phase is superim- 
posed upon the oestrus phase during the second half of the men- 
strual cycle and that the corpus luteum begins to retrogress a few 
days before menstruation. The withdrawal of the corpus luteum 
allows full play to the follicular hormone, which, according to 
the studies of Frankl and others, is present in the blood from the 
end of one menstrual period to the beginning of the next. We 
should expect, therefore, uterine motility during the first half of 
the menstrual cycle, and (owing to the advent of the corpus 
luteum) uterine quiescence during the second half. As the folli- 
culin content of the blood reaches its highest level at the end of 
the second half of the menstrual cycle when the corpus luteum 
is beginning to retrogress, we should expect the most marked 
motility on the first day of menstruation, and, perhaps, a day or 
two before. 

Direct studies have been made by Knaus’ on the human being 
by a technique based on the responses to posterior pituitary 
extract exhibited by the uterine musculature at different phases of 
the cycle. In general, the results obtained by Knaus coincide 
with what we should expect from the application of the results of 
animal experimentation to the human menstrual cycle. 


NOvAk’s THEORY OF DYSMENORRHOEA. 


According to Novak,* in certain women there may be an en- 
docrine imbalance between the uterine motility factors, especially 
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folliculin and progestin. The disturbance may be a quantitative 
or chronological one, or perhaps both. It seems to me rather 
surprising that in a country like America, in which blood and 
urinary hormone studies are so fashionable, Novak’s theory has 
not been put to the test of a crucial experiment. The endocrine 
malfunction provides a logical explanation—I will not say of all— 
but of many cases of dysmenorrhoea in which the spasmodic pain 
is pre-menstrual as well as intra-menstrual, and which is unac- 
companied by fragments of menstrual] decidua or reflex disturb- 
ance of the bladder or the rectum. 

In the light, then, of Novak’s theory, how can we explain 
away the apparent paradox that in cases of metropathia haemor- 
rhagica, which is believed to be associated with an excess of 
folliculin, pain is seldom a symptom?. In contrast to normal 
menstruation, in metropathia haemorrhagica there is, according 
to Novak, a steady increase in the blood-content of the female 
sex-hormone up to the time of bleeding without the inhibitory 
influence on uterine motility, normally exerted in the pre- 
menstrual stage by the corpus luteum, for the latter is character- 
istically absent in metropathia haemorrhagica. Novak attempts 
various explanations of the difficulty, none of which, he admits, 
is satisfactory. Now the essential feature of metropathia haemor- 
rhagica is continued follicular growth due to prolonged oestrin 
activity. Reynolds’s* experiments upon female rabbits have defi- 
nitely proven that under prolonged oestrin treatment the myome- 
trium becomes refractory to the normal adequate stimulus for 
that tissue 

The therapeutic success of corpus luteum extracts or of 
luteinizing doses of the anterior pituitary hormone cannot be 
pressed into the service of Novak’s theory of dysmenorrhoea. It 
only proves that the immediate cause of dysmenorrhoea is a 
spasmodic or disordered action of the uterine musculature, the 
fundamental cause or causes of which we are specially concerned. 


WHITEHOUSE’S THEORY. 


Although Frankl’s view in regard to the mechanism of normal 
menstrual bleeding is no longer accepted, his theory in regard to 
the normal separation of the menstrual decidua has never been 
called into doubt. In other communications’: * I have elaborated 
upon Frankl’s theory. For reasons which are not quite clearly 
understood, instead of the normal molecular disintegration of the 
menstrual decidua, the latter may at times separate in macros- 
copic fragments. Whitehouse’ observed that abnormal separa- 
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tion of the menstrual decidua is invariably associated with dys- 
menorrhoea. He stressed the point that the amount of pain is 
proportional to the size of the decidual fragments. Consequently, 
as the size of the fragments varies from time to time in the same 
individual, some of the periods may be more painful than others. 
The essential factor in the production of pain appears to be as- 
ociated with the actual separation of the decidual fragments. 
Elsewhere,* I have stated that the decidual tissue appears to act 
as a foreign body which provokes undue muscular contractions 
of the uterus, either through its intrinsic or extrinsic nervous 
mechanism. ‘ 

During the last few years I have investigated a certain number 
of cases of dysmenorrhoea associated with the passage of visible 
fragments of the menstrual decidua. In none of these cases were 
there reflex disturbances of the neighbouring organs. The absence 
of reflex phenomena strongly suggests that the extrinsic nervous 
mechanism of the uterus is not disturbed in such cases. The mere 
association, of fragments of the premenstrual endometrium with 
dysmenorrhoea is suggestive, but not conclusive, of a causal 
relation. There are some who take the view that the abnormal 
separation of the menstrual decidua is the result, not the cause, 
of irregular uterine contractions which are due to some more 
fundamental cause. In cases associated with dysmenorrhoea, 
the special nature of the menstrual decidua, which resembles so 
closely the decidua of pregnancy, strongly suggests that the 
former is material to the production of menstrual pain. If 
irregular uterine contractions were the cause and not the result of 
abnormal separation of the menstrual decidua, we should expect 
the latter to occur in every case of dysmenorrhoea. 

As the marked decidual reaction appears to indicate an accen- 
tuation of the luteal phase of the menstrual cycle, I think we are 
entitled to infer that dysmenorrhoea associated with endometrial 
fragments in the menstrual blood is fundamentally due to over- 
activity of the corpus luteum hormone, which in turn is due to 
overactivity of the luteinizing hormone of the anterior pituitary 
body. Blood and urinary studies would also be interesting here. 
Progestin has the function of promoting the excretion of folliculin 
from the blood. If our inference is correct, we should expect, 
during the premenstrual phase, a decrease in the folliculin level 
in the blood and a corresponding increase of this hormone in 
the urine. 

Unfortunately, such investigations are not carried out in these 
islands. 
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Were it not for their premature removal some days before 
menstruation, the corpus luteum and luteinizing hormones would 
have rendered possible an easy separation of the abnormal 
menstrual decidua. 


It is an interesting fact that in cases of abnormal separation 
of the pre-menstrual endometrium, the decidual fragments are 
invariably associated with uterine blood-clots. I will not stop 
to consider the causal relation of this association. Blair-Bell’ 
takes the view that the dysmenorrhoea in such cases is due to the 
expulsion of the blood-clots and that the decidua] fragments are 
but casually related to the menstrual pain. Now, in 40 per cent. 
of women whose periods are free from pain, blood-clots are found 
in the menstrual blood. Besides, in the cases of dysmenorrhoea 
which we are now considering, the pain is sometimes pre-men- 
strual as well as intra-menstrual, which strongly suggests that 
it is due to the separation, not the expulsion, of the decidual frag- 
ments or the associated blood-clots. 


Whitehouse’s theory of the aetiology of dysmenorrhoea is ob- 
viously not applicable to all cases. It provides, however, a 
logical explanation of those cases associated with visible fragments 
of the menstrual decidua in which the intensity of the pain may 
vary from one period to another. 


The theories of dysmenorrhoea which we have been consider- 
ing so far are applicable to cases which do not logically demand a 
disturbance of the extrinsic or autonomic innervation of the 
uterus in order to account for the mechanism of pain. There are, 
however, cases of dysmenorrhoea which imperatively demand 
such an explanation. In 1932 I gave a detailed account* of a 
case of intractable dysmenorrhoea, requiring section of the 
presacral nerve, in which the menstrual pain was complicated by 
painful spasms of the bladder and the rectum. Since then I have 
encountered four other cases in which the dysmenorrhoea was 
complicated by reflex phenomena of a somewhat similar nature. 
As we shall see later, the uterus, bladder and rectum have the 
same autonomic nervous supply. It is obvious, therefore, that 
such cases cannot be explained in terms of a disturbance of the 
local or intrinsic nervous mechanism of the uterus such as the 
cases which appear to fit either Novak’s or Whitehouse’s theory. 
They demand for their explanation a disturbance of the auto- 
nomic supply of the pelvic organs. 


In order to understand the mechanism of pain and its funda- 
mental aetiology in such cases, it is necessary that we should 
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have some understanding of the anatomy and motor functions of 
the abdomino-pelvic autonomic system. 

The presacral nerve (superior hypogastric plexus) is that por- 
tion of the abdominal sympathetic system which lies anterior to 
the bodies of the fourth and fifth lumbar vertebrae in the interval 
between the common iliac arteries. It is formed above by the 
confluence of the intermesenteric nerves which arise from the 
solar plexus and the adjacent lumbar ganglia. The presacral 
nerve descends towards the hollow of the sacrum and each lateral 
division ends in the pelvic ganglion on the lateral aspect of the 
rectum. The parasympathetic supply to the pelvic ganglion is 
furnished by the nervi erigentes (pelvic nerve). From the pelvic 
ganglion there is a relay of both sympathetic and parasympa- 
thetic fibres to the uterus, bladder and rectum. The spinal 
centre for the efferent fibres of the abdomino-pelvic sympathetic 
system extends from the first dorsal to the second lumbar seg- 
ment inclusive. The parasympathetic extends from the fourth 
lumbar segment through the remainder of the cord. 


INFLUENCE OF THE ABDOMINO-PELVIC AUTONOMIC SYSTEM. 


(a) On the uterus. ‘Physiological literature,’’ says A. Davis,'° 
“reveals a bewildering variety of opinions upon this subject. 
Valentin, Frankenhauser, v. Basch,’ and others, on experimental 
grounds, ascribed a motor function for the uterus to the presacral 
or abdomino-pelvic sympathetic nerve. Beck and Kilian,” on the 
other hand, asserted that it was inhibitory; while Reimann and 
Langley” suggested that both functions were served by this nerve.”’ 
These investigators have been content to regard the uterus as a 
whole and to observe the effect of stimulation of various nerves 
on the organ without reference to the individual muscles involved. 
Cushny, Fellner and others, have devoted themselves to this as- 
pect of the problem. Cushny’® found that stimualtion of the 
presacral (hypogastric) nerve in the rabbit, as a general rule, 
produces powerful contractions whether the uterus is pregnant 
or not. Fellner,'* on the other hand, regards the presacral nerve 
as being motor only to the circular muscle fibres of the corpus 
uteri and the longitidunal fibres of the cervix. It is inhibitory, in 
his opinion, to the longitudinal fibres of the corpus and the cir- 
cular fibres of the cervix which are controlled by the pelvic nerve 
(nervi erigentes). Wright,’* experimenting upon pregnant rab- 
bits, confirms Fellner’s views with regard to the corpus uteri, 
but differs from him on the question of the lower uterine segment 
and the cervix. 
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Wright thinks that the sympathetic stimuli are motor to the 
circular muscle fibres of both body and cervix and inhibitory to 
the longitudinal bundles. On the contrary, the parasympathetic 
stimuli are motor to the longitudinal fibres and inhibitory to the 
circular fibres. 

The confusing variety of opinions which have so far been 
expressed on the influence of the abdomino-pelvic autonomic 
system on the uterus is probably due to the fact that, in the rabbit 
(the animal which is usually -selected for these experiments) 
although the pelvic nerve supplies parasympathetic fibres to the 
bladder and rectum, there is not any evidence to show that para- 
sympathetic fibres reach the uterus from that source. On the 
contrary, there is definite evidence to show that the presacral 
(hypogastric) nerve supplies both sympathetic and parasympa- 
thetic fibres to the uterus. In the human subject, however, it is 
commonly recognized that the efferent fibres of the presacral 
nerve are exclusively sympathetic and that the parasympathetic 
impulses to the uterus as well as to the bladder and the rectum 
travel via the nervi erigentes. In this connexion the clinical 
observations of Beckwith Whitehouse’ on the human pregnant 
uterus are interesting. 

Under spinal anaesthesia he performed abdominal and vaginal 
Caesarean section at different periods of pregnancy for such vary- 
ing conditions as contracted pelvis, toxaemia and severe bleeding. 
He noticed that five minutes after the lumbar cord is paralysed, 
the uterus always contracts and it does not relax until the drug 
ceases to act. Further, he noticed that the uterus grips the foetus 
firmly. When the membranes are incised and the liquor amnii 
has escaped, the uterus contracts down upon the foetus with ex- 
traordinary rapidity and may cause difficulty in extraction. The 
lower uterine segment and cervix appeared to be involved in the 
increased uterine ‘‘tone.’’ “‘Polarity’’ as evidenced by dilatation 
is absent, and in one instance some difficulty was experienced in 
extraction of the placenta per vaginam. These clinical observa- 
tions, according to Whitehouse, support Wright’s experimental 
conclusions, viz., that (1) the presacral (hypogastric) nerve is 
motor to the circular muscle fibres and inhibitory to the longi- 
tudinal fibres of the uterus; (2) the pelvic nerve is motor to the 
longitudinal fibres and inhibitory to the circular fibres. 

The conclusions of Whitehouse are based upon the assumption 
that spinal anaesthesia only abolishes the parasympathetic im- 
pulses which travel from the cord along the pelvic nerve and that 
the efferent sympathetic impulses which reach the uterus via the 
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presacral nerve have unimpeded sway over the appropriate muscles 
of the uterus. In other words, Whitehouse assumes a sym- 
pathetic reflex over and above the local nervous reflex and, like 
it, independent of the central nervous system. This assumption 
is accepted by physiologists. The so-called ‘‘autonomic’’ reflex 
is no longer regarded as a true reflex. It has been shown by 
Langley and Anderson that it is analogous to Kiihne’s gracilis 
experiment. Lumbar anaesthesia, therefore, abolishes not only 
the efferent parasympathetic but also the efferent sympathetic 
impulses which reach the uterus via the pelvic and the presacral 
nerves respectively. Keeping strictly within the facts, we are 
only entitled to infer from the clinical observations recorded by 
Whitehouse that the abdomino-pelvic autonomic system is respon- 
sible for the spontaneous evacuation of the foetus from the uterus. 
What the respective parts played by the parasympathetic and 
sympathetic in this respect are, we are unable to infer from these 
observations alone. 


Resection of the presacral nerve has been performed many 
times in women, mainly for dysmenorrhoea. A number of these 
women have become pregnant since the operation. In every 
case it has been observed that the pregnancy was uneventful. 
Coupling such observations with those of Whitehouse, we are 
justified in concluding that the parasympathetic nerve is motor 
to the longitudinal muscle fibres of the body of the uterus and in- 
hibitory to the circular muscle fibres of the lower uterine segment 
and the cervix. They do not throw any light whatever on the 
motor functions of the presacral nerve. 


Monkeys very rarely breed in captivity, especially in these 
islands. It is difficult, therefore, to express experimental results 
in terms of the human uterus. By request I received a most in- 
teresting communication from Zuchermann™ in which he has 
recorded his observations on the influence of the presacral nerve 
upon the progress of labour in the monkey. Division of the nerve 
did not appear to have any influence upon labour. Stimulation 
of the peripheral end, however, had a most disturbing effect. 
The contractions of the uterus became less intense and dilatation 
of the lower uterine segment ceasd. As soon as the stimulus was 
withdrawn, labour regained its normal rhythm and polarity 
and the foetus was born per vaginam. We are entitled to infer 
from the obserations of Zuchermann that the presacral nerve is 
motor to the circular muscle fibres of the lower uterine segment 
and cervix and inhibitory to the longitudinal muscle fibres 
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of the corpus uteri. In other words, its action is the reverse of 
that of the parasympathetic nerve. 

(b) Upon vesical function. Stimulation of the peripheral 
end of the pelvic nerve causes a strong contraction of the same 
side of the bladder. When both nerves are stimulated simul- 
taneously, there is contraction of both sides. The internal sphincter 
is relaxed, and the bladder empties. ‘‘Observations in man 
would suggest the view that an active or voluntary relaxation of 
the sphincter vesicae is a necessary part of the act of micturition”’ 
(Starling). We may then regard the pelvic nerve as motor to 
the detrusor and inhibitory to the sphincter of the bladder. 
It is essential to the complete evacuation of the bladder. 

The presacral nerve shows differences in its action according 
to the animal. In the dog it appears to be motor and in the 
cat inhibitory to the detrusor. In other animals it may excite 
either contraction or relaxation, or both, of the detrusor. These 
differences are probably due to the fact that in certain animals 
the presacral nerve supply to the bladder contains both para- 
sympathetic and sympathetic fibres. 

Learmonth" has had the opportunity of stimulating the pre- 
sacral nerve in patients under spinal anaesthesia, the bladder 
being observed through a cystoscope. He noted that stimulation 
of the presacral nerve caused contraction of the ureteric orifice, 
increased tonus of the trigone, and contraction of the internal 
sphincter. He also brought forward evidence from observations 
made upon man that stimulation of the sympathetic by adrenalin 
causes a fall in intravesical pressure. 

I have resected the presacral nerve on I2 occasions, dysmenor- 
rhoea being the indication in the majority of cases, and have 
observed transitorily increased frequency of micturition in some 
of these cases. Davis'* and others have also noticed this pheno- 
menon. When the presacral nerve is divided, the parasympath- 
etic is allowed unimpeded activity in performing its function as a 
detrusor of the bladder. These clinical observations support 
the direct evidence of Learmonth that the presacral nerve is in- 
hibitory to the detrusor and motor to the sphincter of the bladder. 

(c) On the rectum and distal colon. In cats, stimulation of 
the sympathetic supplying the rectum and colon leads to relaxa- 
tion of the colon and rectum and contraction of the anal sphinc- 
ters. Stimulation of the pelvic nerve produces a contraction of 
the gut which spreads rapidly downwards and empties the whole 
of the colon and the rectum. In man there is a most important 
sphincter at the pelvi-rectal flexture—the pelvi-rectal sphincter. 
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Under normal conditions the contents are held up by this sphincter 
till immediately before defaecation. In the normal individual 
after a meal, as a result of a gastro-colic reflex, mass peristalsis 
travels along the colon, the sphincter relaxes and the pelvic colon 
empties itself into the rectum. The contents are held up for a 
time in the rectum by the anal sphincters which are kept closed 
by sympathetic impulses travelling along the presacral nerve. 
The stretching of the rectal musculature gives rise to the call of 
defaecation, and, by the reflex action of the pelvic nerve, the 
rectum is emptied. It is irrelevant to the purposes of our inquiry 
to stress the fact that the last section of the rectum is emptied by 
the voluntary contraction of the levator ani and the other perineal 
muscles. How is the normal closure of the pelvi-rectal sphincter 
maintained ? Adamson and Aird'* have performed experiments 
on cats in which artificial megacolon (Hirschsprung’s disease) 
was produced by cutting the pelvic nerve, thus producing over- 
activity of the presacral nerve. It was interesting that dilatation 
of the bladder also resulted from these experiments. 

The permanent cure of megacolon, whether congenital or ac- 
quired, by the appropriate sympathectomy, establishes beyond 
doubt the truth of the theory that the presacral nerve is motor 
to the pelvi-rectal sphincter and inhibitory to the distal colon. 
The increased activity of the dilated colon under the influence 
of spinal anaesthesia casts some doubt upon the importance of 
the parasympathetic influence upon the distal colon. It would 
appear that the intrinsic motor mechanism of the bowel is 
is capable of carrying on intestinal movement provided it is not 
impeded by the sympathetic. 

From this survey of the influence of the abdomino-pelvic 
autonomic system upon the pelvic organs, we are entitled to 
enunciate the general principle that the pelvic visceral nerve is 
the detrusor or motor nerve of the uterus, the bladder and the 
rectum andthe pelvic colon, and the inhibitor of the corres- 
ponding sphincters. On the other hand, the presacral nerve is 
the inhibitor of these organs and the motor nerve of the 
corresponding organs. 

If dysmenorrhoea associated with reflex disturbances of the 
pelvic organs is due to a disturbance of the abdomino-pelvic 
autonomic system, what is the precise mechanism of pain in this 
interesting type of dysmenorrhoea? Theoretically, it may be due 
either to increased muscular contractions of the body of the 
uterus owing to overactivity of the parasympathetic or to 
irregular and disordered action of the uterus owing to spasm of 
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the cervical sphincter, the result of overactivity of the sympa- 
thetic. In actual fact, however, which of the two systems is 
involved—the sympathetic or the parasympathetic ? 

The nature of the vesical and rectal disturbances which are 
associated with this type of dysmenorrhoea may enable us to 
answer this question. According to Davis,’’ vesical malfunction 
is always due to overactivity of the sympathetic (inhibitory) 
factor, because the resection of the presacral nerve always relieves 
the symptoms. I am afraid we shall have to be a little more 
precise in the definition of vesical malfunction before we accept 
the premises on which this conclusion rests. There is a type of 
functional disturbance of the bladder due to overactivity of the 
parasympathetic which is not relieved by resection of the pre- 
sacral (sympathetic) nerve. We shall have to analyse more care- 
fully, then, the nature of the functional vesical disturbances 
which are associated with dysmenorrhoea in order to ascertain 
the nature of the disturbance of the sympathetic-parasympathetic 
equilibrium which is responsible for both the vesical and the 
menstrual symptoms. It must be stressed that the feeling of 
fullness which gives rise to the desire to micturate is a sensation 
quite distinct from the discomfort of a distended bladder. The 
former sensation is usually associated with frequent, the latter 
with infrequent, micturition. From the general physiological 
principles which I have enunciated in regard to the influence of 
the abdomino-pelvic autonomic system, it would seem to follow 
that (1) frequent micturition accompanied by an undue fullness 
or an intense desire to micturate is due to overactivity of the 
parasympathetic; (2) infrequent micturition, on the other hand, 
accompanied by the pain of over-distension or bladder spasm due 
to colicky contractions of the vesico-urethral sphincter—the 
characteristic picture, in other words, of the vesical symptoms 
which we find associated with dysmenorrhoea—is due to relative 
overactivity of the sympathetic. Head and Riddock’® have 
recorded the case of a man with a complete transverse spinal 
cord lesion at the fourth lumbar segment, who felt the pain of his 
over-distended bladder, and referred it to the suprapubic region. 
The only afferent path for such pain would be along the presacral 
nerve. Foulds’® has described a patient suffering from a lesion 
of the third to the fifth sacral segments who never experienced the 
desire to micturate after the occurrence of the accident. From the 
principles above enunciated as well as from the interesting 
observations made by Riddock and others, it follows that 
resection of the presacral nerve is not expected to diminish the 
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frequency of micturition and the intense desire to micturate—the 
characteristic features of overactivity of the parasympathetic. 
On the other hand, the therapeutic success of presacral nerve 
resection for those cases of infrequent micturition accompanied 
by bladder spasm—the type of vesical disturbance which we 
find associated with dysmenorrhoea—is further proof that the 
cystalgia and the dysmenorrhoea in such cases are due to over- 
activity of the presacral or sympathetic nerve. 

I have twice observed rectal spasm and severe constipation 
associated with dysmenorrhoea and cystalgia. Davis and others 
have also observed the triad of symptoms. From the physiological 
principles which I have enunciated in regard to the influence of 
the abdomino-pelvic autonomic system upon the rectum and 
distal colon, it follows that the intestinal disturbance is due to over- 
activity of the abdomino-pelvic sympathetic. Restoration of the 
intestinal function as well as the vesical and menstrual functions 
by an appropriate sympathectomy lends support to the view that 
the triad of sypmtoms is due to overactivity of their common 
sympathetic nerve supply. I should like to stress the point that 
rectal spasm with consequent constipation may be due either to 
achalasia of the anal sphincter or of the pelvi-rectal sphincter. 
These conditions can be distinguished only by X-ray examination 
of the pelvic and ascending colon after the administration of a 
barium enema. The distinction is vital. As most of the sympa- 
thetic fibres of the distal colon are supplied by the inferior 
mesenteric plexus, resection of the presacral nerve alone may not 
completely restore the function of the bowel. The inferior 
mesenteric plexus should be resected as well. 

On the grounds of physiology and clinical experience I have 
endeavoured to prove that dysmenorrhoea associated with vesical 
and rectal disturbance is due to overactivity of the abdomino- 
pelvic sympathetic nerve. This view is not, perhaps, new. It 
has been expressed by others as a theoretical possibility without 
a particle of evidence, however, in support of the theory. One 
of the few scientific contributions to the view which I have 
expressed has been made by Davis in a paper to which I 
have frequently referred. So intrigued is he by the view, that, 
with more zeal than logic, he regards it as applicable to all cases 
of dysmenorrhoea. 

Granting that overactivity of the abdomino-pelvic sympa- 
thetic is responsible for dysmenorrhoea associated with functional 
disturbance of the neighbouring organs, what are the fundamental 
factors responsible for the sympathetico-parasympathetic im- 
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balance? Of the five cases of dysmenorrhoea associated with 
reflex disturbances which I have personally encountered there 
was only one associated with psychological factors. Whether 
the association was causal or casual it is difficult to say. Davis, 
in his histological investigations of the resected presacral nerve, 
has noticed changes indicative of a subacute inflammatory re- 
action. Such changes, however, have been observed elsewhere in 
apparently normal sympathetic fibres. Until agreement has been 
reached as to what is the normal microscopic appearance of the 
sympathetic nerve fibres, we do not feel justified in relegating 
the findings of Davis to the category of the pathological. 

It is well known that peritoneal irritation may excite a 
sympathetic activity which provokes spasm of the sphincter at 
the junctional points of the alimentary tract. Latent appendicitis 
produces not only ileal stasis, but also gastralgia. We have 
noted the same syndrome with tuberculous mesenteric glands, 
colitis, and kindred inflammatory conditions. It is also well 
known that a sympathetic disturbance of the gall-bladder, and 
the kidney, may result from an irritable focus in the alimentary 
tract. The association between gall-bladder stasis or cholecystitis 
and latent appendicitis is one of the commonplaces of surgery. 
In another communication" I described the case of a patient who 
had suffered from constipation all her life due to spasm of the 
pelvi-rectal sphincter. When she reached the age of 25 she began 
to complain of severe dysmenorrhoea, cystalgia, and gas- 
tralgia. Not, however, until the colonic stasis became severe did 
the new train of symptoms make its appearance. It would 
appear, then, that some new factor was introduced to account for 
this syndrome. The most likely factor would be some secondary 
change in the bowel, such as colitis, the result of progressive 
colonic stasis. Subsequent to resection of the presacral nerve 
and the inferior mesenteric plexus, the restoration of menstrual 
and vesical function before the recovery of the bowel does not 
militate against this view, because, in spite of the persistence of 
colitis—the cause ex hypothesi—by resecting the presacral nerve 
which supplies efferent sympathetic fibres both to the uterus and 
the bladder, we cut, as it were, the Gordian knot. The relief of 
gastric symptoms following in the wake of restored intestinal 
function strengthens the view which I have advocated as to the 
fundamental causality of the case which I have described. 

There is an alternative view. According to accredited 
authority, Hirschsprung’s disease, congenital megacolon, is due 
tc a congenital overactivity of the spinal centre which.governs 
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the abdomino-pelvic sympathetic system. If spasm of the pelvi- 
rectal sphincter, which occurred in my case, is regarded as a 
mild form of the congenital condition, then, perhaps, we may 
assume that the dysmenorrhoea, the vesical malfunction, and 
the severe constipation are fundamentally due to a congenital 
disturbance of the centre which controls the abdomino-pelvic 
sympathetic system. The gastralgia would probably be due to 
a secondary colitis -the result of progressive intestinal stasis. 
The sequence of the clinical symptoms, if my information is 
correct, do not quite fit into this second view. 


CONCLUSION. 


(1) Whatever be the fundamental cause or causes of 
dysmenorrhoea, the nature of the pain does not leave any room 
for doubt that the proximate or immediate cause is a disordered 
contractility of the uterine musculature. 

(2) The fundamental aetiology of dysmenorrhoea cannot be 
reduced to a single cause. 

(3) I have tried to ascertain the causes which best explain the 
different types of dysmenorrhoea which I have described. As 
the evidence which I have advanced is at best but circumstantial, 
the door is still open for fresh evidence either for, or against, the 
causal theories which I have outlined. 
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Interlocked Twins treated by Caesarean Section. 
BY 


J. B. Dawson, M.D., F.R.C.S., F.C.O.G. 


Professor of Obstetrics and Gynaecology University of Otago, 
New Zealand. 


THIS case is considered worthy of record, both because of the 
rarity of interlocking and because of the radical method of 
treatment adopted. 

The patient was a woman pregnant for the second time, but 
as regards delivery she was primiparous, since her first gestation 
ended in an abortion at the tenth week, in April 1934. Her 
general health and present condition were satisfactory, and her 
menstrual history was physiological, regular and without pain. 
The patient was admitted to hospital on December 14th at 9 a.m. 
She last menstruated about March 4th, 1935, and her confinement 
was expected about December 11th. Her pregnancy had been a 
healthy one without any adverse circumstance. She was in a 
maternity home and under the supervision of her medical 
attendant. 

At 9 p.m. on December r2th, 36 hours prior to admission, 
regular labour pains started. During the first 24 hours of labour 
she made progress. A foetal head became deeply engaged in 
the pelvic brim and dilatation of the os took place in a satisfactory 
manner. It was not known whether the membranes had 
ruptured. 

During the next 12 hours good pains continued, but the 
child did not advance. After careful examination her medical 
attendant transferred her to the Public Hospital with the 
provisional and accurate diagnosis of obstructed multiple 
pregnancy. Three rectal but no vaginal examinations had been 
made. 

On admission, the patient was in excellent condition; 
temperature, 98.8; pulse-rate 80; and blood-pressure : systolic 
136, diastolic 80. The abdomen was unusually distended, good 
uterine contractions were occurring, and a retraction ring could 
be felt two inches below the umbilicus. 

One foetal head could easily be felt above and to the right of 
the pelvic brim; the breech of the same foetus could be palpated 
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in the fundus, and a foetal heart could be heard beating strongly 
to the right and at the level of the umbilicus. The left half of 
the uterus showed a marked bulge which was occupied by a 
rather confusing number of small parts. A muffled second foetal 
heart could be heard midway between the umbilicus and the left 
anterior superior iliac spine. The liquor amnii was scanty, and 
the uterus gave the impression of being closely applied to its 
contents. It was found impossible by abdominal manipulations 
to effect any change in the position of the foetis. 

Rectal examination detected a foetal head well engaged in 
the pelvic brim, the dimensions of which were ample. The os 
was dilated to a diameter of two inches, and bulging membranes 
could not be felt, and the integrity of the bag of membranes was 
a matter of doubt. The presenting head appeared fixed and 
could not readily be moved either up or down. 

The patient was immediately radiographed, and the film 
revealed two foetiis presenting by their heads. The head of the 
left was engaged in the brim, body markedly displaced to the 
left, and the spine extended. The right foetus lay with its head 
above and to the right of the brim, spine slightly extended in the 
right half of the uterus, and its breech in the fundus. 

The study of the radiograph and of the clinical findings 
suggested a diagnosis of interlocking, the head of the second 
foetus being in collision with the head and shoulder of the first. 

The alternatives of treatment appeared to be abdominal 
delivery, or an attempt to disengage the interlocked parts. The 
former was decided upon for the following reasons: 

I. The mother was in good condition, and an excellent 
surgical risk. 

2. There had not been any vaginal manipulation. 

3. The foetiis were both alive, and, for twins, of sizes that 
promised to make disengagement difficult. 


4. The presenting head was deeply engaged and not readily 
moveable. 


5. The dilatation of the os would not easily permit the passage 
of the hand. 


6. The liquor amnii was scanty. 

7. An unsuccessful attempt to disengage would have vitiated 
a subsequent section and would probably have necessitated the 
sacrifice of one child in order to effect vaginal delivery. 

After the vagina had been filled with a 2 per cent solution of 
brilliant green and methy] violet in 50 per cent spirit and under 
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INTERLOCKED TWINS. 
Diagram from radiograph showing foetal collision with head of right foetus 
impacted against head and shoulder of left foetus. 
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general anaesthesia, a lower segment Caesarean section was 
performed. The operation was without untoward incident: the 
head of the second foetus was pushed through the uterine incision 
by fundal pressure. The head of the first being deeply engaged, 
it was found easier to turn out the breech and deliver the head 
last. An injection of pituitrin into the uterine muscle produced 
a firm contraction which separated the placentae and made their 
removal very simple. 

The scalp of the first child was stained by the ‘‘blue paint’’ 
so that it was clear that its membranous bag had already 
ruptured. The membranes of the second foetus were intact, 
but liquor amnii amounted to not more than an ounce. The 
children were both living, the first—that is the second to be 
delivered abdominally—requiring a little encouragement to 
establish respiration. 

The children were heterologous twins, each possessing a 
placenta, amnion, and chorion; the first, a male weighing six 
pounds, and the second, a girl weighing five pounds ten ounces. 
The mother made an uninterrupted and non-febrile recovery, 
being out of bed on the fifteenth day. 


COMMENTS. 

1. Apart from the justification of the result, the clinical 
findings appear to have fairly suggested abdominal delivery. 

2. The absence of liquor amnii in both amniotic sacs may 
play a part in the interlocking. If liquor amnii is abundant it 
is probable that the collision of foetal parts would make one or 
both of the foetis shift in its roomy water-filled bag, whereas if 
they were closely applied the one to the other, it is likely they 
would be crowded into the pelvis and become entangled. Such 
literature as was available does not mention this point, but it 
would be interesting to know if interlocking is commonly 
associated with scanty liquor amnii. 
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BRITISH COLLEGE OF OBSTETRICIANS 
AND GYNAECOLOGISTS 


THE Quarterly Meeting of the Council was held in Belfast on 
Wednesday, April Ist, 1936, with the President, Sir Ewen 
Maclean, in the chair. 

Mr. Eardley Holland was appointed to represent the College 
on the Committee of the Eugenics Society appointed to consider 
population problems. 

Mr. Douglas Miller (Edinburgh) was appointed to represent 
the College at the forthcoming French Congress of Gynaecology. 

The following were elected Members of the College: 


S.L. Navaratnum - - - - - - Colombo 
G. A. W. Wickramasuriya- - - - Colombo 


At a Special Meeting of the Council held on Thursday, April 
2nd, the following were formally admitted by the President to 
the Fellowship of the College: 


Alexander Ernest Chisholm - - - Dundee 
John Francis Cunningham - - - _ Dublin 

Margaret Fairlie - - - - - - Dundee 
John Gardner - - - - - - - Glasgow 
Robert Aim Lennie - - - - - Glasgow 


The following were formally admitted by the President to the 
Membership of the College: 


Alan John Stuart Lawson Boyd - - Edinburgh 
Robin Brett Charlton - - - - - Brisbane 
Mildred Isabel Ealing - - - - - London 
Stanley Henderson - - -  - =. Liverpool 
Charles Roy MacDonald - - - ~- Sheffield 
John Sinclair MacVine - - -  - London 


Thomas Nicols MacGregor - - - Edinburgh 


Stanley Devenish Meares - - - - Sydney 
Elizabeth Main Moore - - - - - London 
Thomas Robert Plunkett - - - - Timaru, 

New Zealand 


(in absentia) 
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The Lancet. 


December 28th, 1935. 
*Streptocoecal infection in childbirth and septic abortion. 
*Sex hormones in practice. Leader. 
*Intranatal and neonatal death. J. M. Smellie. 


January 4th, 1936. — : 
The inhibitory effect of the follicular hormone on the pituitary. B. Zondek. 


January 25th, 1936. 
Two cases of twin locking. J.S. Coleman. 
February Ist, 1936. 
*Experimental production by oestrin of pituitary tumours and mammary 
cancer. W. Cramer and E. S. Horning. 
*Radiology in relation to obstetrics. Leader. 


February 8th, 1936. 
*Maternal mortality in hospital. D. Baird. 


February 22nd, 1936. 
— *Expulsive force of the uterus during labour. C. Moir. 


STREPTOCOCCAL INFECTION IN CHILDBIRTH AND SEPTIC ABORTION. 

This paper represents the results of an investigation into the bacteriology 
of 305 cases of puerperal fever and septic abortion, and is consequently of the 
most important interest. Its chief significance, however, lies in the striking 
corroboration of Hare’s and Colebrook’s statement that 30 to 4o per cent of 
women harbour the human pathogenic type of streptococcus in the naso- 
pharynx at the time of puerperal infection and that not infrequently the naso- 
pharyngeal and uterine strains are serologically identical. Other interesting 
features of the investigation were that the streptococcus haemolyticus was 
isolated from the uterus twice as frequently in puerperal fever as in septic 
abortion, that all the deaths were due to Group A strains, and that it was 
more often easy to find the causative organism in the patient’s own naso- 
pharynx than in that of the obstetric attendant. 

In view of Mr. Victor Bonney’s recent pronouncement on what he considers 
to be the essentially intrinsic nature of puerperal sepsis, this last finding is of 
more than academic value. 


SEX HORMONES IN PRACTICE. 

This unusually comprehensive article begins by drawing attention to the 
generally held opinion among clinicians that while hormone treatment in 
gynaecology has come to stay, and will no doubt in future be of primary 
importance, so little is known at present about the preparations themselves, 
and the clinical results of their trial are so disputed, that it is probably better 
to wait upon further and more precise experimental work before applying 
them to regular gynaecological practice. But even at this early stage there is 
surely sufficient proof of their sometimes extraordinary value to make a pro- 
longed and sufficiently wide application advisable, providing always that a 
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scientific basis is adopted. In the early days of hormone therapy, the ridicu- 
lously small doses, the blunderbuss methods, and the inadequate standardiza- 
tion produced a naturally disappointing clinical failure, but it is surely worth 
while, under the present vastly improved though still inadequate conditions, 
to continue afresh. 

In primary amenorrhoea it has been shown by Kauffman that it is possible 
to induce normal menstruation by the administration of enormous doses of 
oestrin to promote growth in the usually hypotrophic uterus, and then to 
give sufficiently large doses of progestin to induce the growth of a more or less 
normal endometrium. This is naturally not quite satisfactory, for it aims only 
at influencing the uterus, while it is the ovary which is primarily at fault. 
But the ovary itself can be stimulated directly and caused, when hypotrophic, 
to increase in function, by the administration of gonadotropic hormones. It 
is true that such results are best obtained experimentally in immature animals, 
and that its application is clinically disappointing. But there is no doubt that 
mild cases of oligomenorrhoea are considerably helped in this way, and it 
appears from the work of Clauberg that small doses of oestrin alone, by 
directly stimulating the anterior pituitary, are sufficient often to increase 
oligomenorrhoea, and relieve the dysmenorrhoea so often associated with it. 
This last fact is one which the reviewer and most of his colleagues have been 
unable to confirm clinically, but there is no doubt of the essentially hormonal 
basis for many types of dysmenorrhoea, and of the probability of accom- 
plishing the cure of this condition by substitution when more is known of the 
subject. 

Satisfactory results can also be often obtained by the administration of 
oestrin at the menopause, and it is by now well established that the usual 
general symptoms, and the often associated skin conditions, can often be 
adequately relieved by the oral ingestion of comparatively small doses of 
oestrin. In cases of repeated abortion, also, progestin will often allow of the 
accomplishment of a full-time pregnancy, providing sufficiently large and 
continuous doses are given. (It may be noted in passing that this treatment 
may carry with it the possibility of dangerous complications, for the implanta- 
tion hormone in progestin may so act, if in excess, as to cause a placenta 
accreta. This is only a suggestion, but there is no doubt that the possibility 
clinically is a real one.) 

On the whole, it would appear that the results of substitution therapy are 
fairly good, though various authorities publish such contrary results. In 
menorrhagia the excessive loss is attributed to insufficient prolan, so that the 
Graafian follicles are not stimulated sufficiently to rupture and provide the 
progestin necessary to limit menstruation. The method of giving gonado- 
tropic hormones is therefore a reasonable one, and the fact that success is 
not invariable is probably due to some fault in administration, or, what is 
more probable, to insufficiency of dosage. 


INTRANATAL AND NEONATAL DEATH. 
The clinical and post-mortem records of 99 babies dying intranatally or 
neonatally were carefully investigated. It was found that 21 were stillborn, 
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37 died of asphyxia neonatorum, 17 of intracranial haemorrhage, 11 of 
broncho-pneumonia, four of congenital defects, five of violent death, two of 
supra-renal haemorrhage, and one each of intestinal volvulus and septicaemia. 
In most of the stillbirth cases, there was no evidence post-mortem of any fatal 
complication, so that the failure to survive was evidently due to the non- 
establishment of normal respiration, with the result that a large proportion 
of these cases must be regarded as preventable. 

With regard to asphyxia, emphasis is laid on the value of modern methods 
of resuscitation and their superiority over the old violent means by which 
these babies were treated. The children are suffering profoundly from 
shock, and this must be treated as a first consideration on the usual lines. 
Toilet of the airway comes next, and thirdly inhalation therapy. In this last 
connexion Smellie believes that the importance of the administration of 
carbon dioxide has been overstressed, and that oxygen is usually a more 
valuable agent. On the other hand, he strongly supports the treatment advo- 
cated by Moncrieff which aims at reducing the cerebral congestion secondary 
to asphyxia, and which even further depresses the respiratory centre, by the 
rectal administration of hypertonic saline. 

Analysis of the cases of intracranial haemorrhage shows that this compli- 
cation is especially liable to ensue from too rapid head-moulding following 
forceps and breech deliveries, and once again stresses the danger of precipitate 
delivery. 


TREATMENT OF DYSMENORRHOEA BY ALCOHOL INJECTION. 

The author has perfected a technique by which alcohol is injected directly 
into the pelvic plexus, and has employed it in a small number of selected cases 
of severe intractable dysmenorrhoea. The method is superior to the one 
originally practised by Blos, in that it localizes the injection scientifically, 
and so allows of considerably less alcohol being injected. The results are good, 
being much superior to those obtained by cervical dilatation alone. The cases, 
however, must be carefully chosen, for it appears that only the purely primary 
spasmodic types can be expected to improve by this method, a fact which 
equally applies to the dilatation treatment. 


EXPERIMENTAL PRODUCTION OF PITUITARY TUMOURS AND MAMMARY CANCER 
BY OESTRIN. 

The writers investigated the effects of painting the skin of mice with 
oestrin in chloroform twice weekly over a prolonged period. The results con- 
firm those of Lacassagne and Burrows, who produced mammary cancer in 
this way, but the authors point out that this should not be used as an 
argument against the treatment of human patients with oestrin, for the 
amount used in these experiments is many times larger than that employed 
therapeutically, and is moreover spread over a period which in the human 
would correspond to one of seven to Io years. 

The pituitary changes are particularly interesting, and appear to be 
confined entirely to the anterior lobe, forming a chromophobe adenoma. 
Hypopituitarism was also present, so that the condition is very similar to 
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that known in man under the name of Simmond’s disease. Full details ot 
these changes are not yet available, but sufficient is shown in this paper to 
discount the influence of the pituitary as the activating gland, and to suggest 
that it is rather merely one spoke in the endocrine ring. 


RADIOLOGY IN RELATION TO OBSTETRICS. 

It has for long been a source of constant wonder to foreign obstetricians 
that the use of diagnostic X-rays in pregnancy has been so completely neg- 
lected in this country. The reasons for this delay appear inexplicable, but in 
spite of the apportionment by Dr. Fletcher Shaw of blame equally between 
the obstetrician and the radiologist, the latter appears to be justified in his 
contention that obstruction by the former is the chief basis for this universally 
admitted deplorable state of affairs. The inherent conservatism of the average 
obstetric teacher in this country is generally admirable, and is probably 
responsible for the high standing of the speciality itself, but it appears that 
the introduction of scientific radiography can be accepted pari passu with this 
outlook, and is by no means intended to replace any of the older diagnostic 
methods. On the other hand, it is often of extreme value, and though 
clinical examination must always, as in other fields, remain the prime factor 
in diagnosis, the routine use of X-rays must necessarily be a useful adjunct. 

It is probable that the most important field for radiographic methods will 
lie for some time in pelvimetry. On the question of cephalometry there is 
division of opinion, because while the pelvis is a comparatively fixed measure- 
ment, except for the joint variations incident upon late pregnancy, the foetal 
skull is well known to possess moulding powers which are quite incalculable. 
But the study of this factor during labour has suggested that cephalometry 


may be used to fix the last moment at which the head will pass through the 
pelvis, and it is possible that this development might be of considerable use in 
trial labour. 


Amniography appears to be so dangerous in its tendency to cause pre- 
mature labour that most workers are giving it up until some safer method is 
evolved. Unfortunately cystography is too uncertain, but it is probable that 
improvements in technique may increase its value. 


MATERNAL MorTALITY IN HOSPITAL. 

Though statistical studies are notoriously subject to misrepresentation, 
there is no doubt that their careful compilation by responsible people must 
necessarily be of the utmost value in this subject. The work of Baird shows, 
for instance, how improvements in hospital personnel and technique can be 
responsible for a corresponding improvement in treatment, for his figures 
unquestionably demonstrate that although during the past five years the 
general maternal mortality in Scotland has been rising, that of the Glasgow 
Maternity Hospital has shown a corresponding improvement, in spite of the 
greater number of abnormalities treated. 

His conclusions are similar to those felt by most obstetricians in this 
country. Improvement in antenatal care, more efficient hospital organiza- 
tion, more adequate provision for toxaemic patients in hospital, and greater 
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contraceptive facilities for cardiac and other patients are equally stressed, 
but perhaps the most important point is the provision of senior resident house 
officers who can deal competently with the difficulties hitherto left in the 
hands of house-surgeons. Both Glasgow and Manchester have now adopted 
this system to some extent, and it would appear that the chief advances in 
maternity hospital improvement must necessarily involve similar changes in 
other large centres. 


EXPULSIVE FORCE OF THE UTERUS DURING LABOUR. 

The experimental work of Moir on the intra-uterine pressure in humans is 
by now well-known. It was originally devised by this worker and others for 
the purpose of determining the oxytocic properties of various drugs generally 
used in labour, but has since been modified to measure intra-uterine pressures 
in various other more normal circumstances. In this paper Moir describes a 
new method of measuring the intra-uterine pressure during labour by simple 
manometric attachment to the cut end of the umbilical cord after delivery of 
a first twin, the second being still in situ. This ingenious method shows that 
the intra-uterine resting tension is equivalent to a pressure of about 15 mm. 
of mercury. First and second stage contractions raise this to 60 mm., while 
during the second stage the bearing-down efforts of the patient bring an extra 
pressure of about 45 mm. Hg. to bear on the foetus. These figures approxi- 
mate to a total pressure acting on the foetal head of about 24 lb., a formidable 
and not unimpressive figure. 

Albert A. Davis. 


British Medical Journal. 


December 7th, 1935. 
*The relation of the newly discovered ergot alkaloids. 


December 14th, 1935. 
*The present position of Caesarean section in obstetric practice. J. Bright 
Bannister. 
*Undescended ovaries. R. Milnes Walker. 


December 2tst, 1935. 
*The significance of leucorrhoea. Albert Sharman. 


January 4th, 1936. 
*The sources of puerperal infection. Leader. 


January 25th, 1936. 
*The relation of the ovarian cycle to endocrinology. N. McI. Falkiner. 


February 8th, 1936. 
Oestrogenic action of compounds of the androsterone-testosterone series. 
R. Deansley and A. S. Parkes. 


February 15th, 1936. 
*Puerperal sepsis from the viewpoint of surgery. Victor Bonney. 
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February 22nd, 1936. 
*The Aschheim-Zondek test in the puerperium. F. A. E. Crew. 
*Caesarean section in infected cases. Margaret M. Basden. 


THE RELATION OF THE RECENTLY DISCOVERED ERGOT ALKALOIDS. 

The isolation of the specific oxytocic constituent of ergot has been one of 
the most important contributions to recent obstetrical research. Unfor- 
tunately, the prosecution of independent investigations in different countries 
has produced a considerable amount of confusion, which the utilization of 
their results for commercial uses has aggravated. Four alkaloids, ergometrine, 
ergotocin, ergostetrine, and ergobasine, all of which are claimed as the specific 
oxytocic factor, have been described by different workers, and each is sug- 
gested by its respective discoverer to be the essential factor producing uterine 
contraction. They all, however, are extremely alike in their chemical and 
physiological properties, and it is more than probable that they are funda- 
mentally identical. 

The original work on this subject was done in this country by Moir, who, 
utilizing his modified intra-uterine pressure method, was able to test different 
ergot derivatives supplied by Dudley. Together they isolated a substance 
named by them ergometrine, which appeared to exercise the desired oxytocic 
properties of ergot without any of the adventitious and undesirable toxic 
properties of the crude drug. This has since been proved clinically on a 
reasonable number of cases. Very similar results were shortly afterwards 
reported from America by Adair and others, and there is no reason to believe 
that their own product ergotocin is in any way dissimilar from Moir’s and 
Dudley’s original preparation. The subsequently descriked ergostetrine ot 
Thompson and the ergobasine of Stoll appear similarly to be identical with 
ergometrine. 

Since the publication of these original papers there has been a good deal of 
acrimonious discussion concerning priority of discovery, but a close investiga- 
tion into the respective publications appears to leave little doubt that it is 
to Moir and Dudley that the chief credit, at least for precedence in announce- 
ment, should go. The problem, both physiological and clinical, is, however, 
by no means complete, and the superiority of the new product over pituitrin 
is still not generally accepted by many clinicians, but there is no doubt that 
increasing experience will demonstrate the extreme value of the alkaloid in 
some cases of primary uterine inertia and moderate post-partum haemorrhage 


UNDESCENDED OvarRIES. 

An interesting and unusual case of incomplete descent of both ovaries is 
described. Both organs were found in the corresponding iliac fossa, and one 
was removed at a first operation in which the abdomen had been opened on 
the diagnosis of acute appendicitis. At a subsequent laparotomy the uterus 
was found undeveloped, there was general genital hypoplasia, and the pain 
complained of was similar in type and severity to that of the original com- 
plaint. The ovary was carefully denervated, and there has since been no 
recurrence of pain. 
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The condition appears to be a rare one, but its occasional occurrence must 
apparently be borne in mind, as the symptoms of an inflamed or traumatized 
undescended ovary on the right side are almost identical with those exhibited 
in many cases of acute or subacute appendicitis. 


THE PRESENT POSITION OF CAESAREAN SECTION IN OBSTETRIC PRACTICE. 

This paper expresses the alarm felt by all specialist obstetricians at the 
extraordinary increase in the number of Caesarean operations performed 
during the past two.decades, and it is supported by figures which more than 
justify such apprehension. In a collected series from a variety of maternity 
hospitals the enormous increase in the incidence of the operation as compared 
with a similar series of 20 years ago is well shown, apparently due almost 
entirely to an extreme widening in the indications for its performance. The 
mortality rate in nearly 2,000 cases of Caesarean section performed in famous 
maternity hospitals by experienced and distinguished operators was found 
to be 5.8 per cent, a figure which probably is considerably better than that 
yielded by more general statistics. 

The writer insists once again upon the essentially unnatural nature of the 
operation. The natural method of delivery is the best in every respect in 
normal cases, and when abnormal conditions modify this natural mechanism, 
it is still better in the vast majority of cases than any other. Modifications 
and skilful guidance are of course of immense value in all cases, but it is too 
often forgotten that they are usually sufficient, and that Caesarean section 
should be looked upon as a last resort rather than the method of choice in 
cases of slight disproportion. 

Even if the mortality of the operation could be reduced to that of an 
ordinary abdominal laparotomy, it would still remain at one per cent, i.e. 
five times greater than the minimal maternal mortality, and most obstetricians 
will agree with Holland that both the indications for the operation and the 
number of times it is performed call for very drastic limitation. 


THE SIGNIFICANCE OF LEUCORRHOEA. 

The most frequent cause of leucorrhoea is cervical infection following 
parturition or gonorrhoea, with the production of redundant oversecreting 
glandular tissue associated with bad drainage. The vagina is, however, fre- 
quently the source of discharge, being generally infective and secondary to 
the cervical disease, but sometimes non-infective. The trichomonas is the 
commonest cause of infective vaginitis, and should be looked for in all doubt- 
ful cases. 

Virginal leucorrhoea is not uncommon, and is often a difficult problem. 
Many cases are due to trichomonas infection, but in others the only possible 
causative factor appears to be a hormonal imbalance. In children vulvo- 
vaginitis of gonococcal origin is common, due apparently to the lack of 
resistance on the part of the vagina as a result of the paucity of protective 
bacterial flora at this time. 

In the paragraph dealing with treatment, the author says that ‘‘ where 
cervical infection is present it should be treated by cauterization or excision 
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of the affected area or by amputation of the cervix.’’ In such a short résumé 
it is inevitable that many of the finer points should be omitted, but it is a little 
surprising that non-operative medical and diathermy treatment, which so 
often help in avoiding operation, are not mentioned. Vaginal discharge is the 
most frequent single gynaecological complaint met with in general practice, 
and it is unfortunate that more attention and instruction is not given to 
the detailed medical treatment of the condition. Again, the inefficacy of 
amputation of the cervix for this disease is generally admitted, except in the 
rare localized types, and it is rapidly being discarded in favour of the more 
rational electro-cautery excision of the whole cervical canal. 


THE SOURCES OF PUERPERAL INFECTION. 

This leader consists in a valuable summary of the recent work on the 
subject of puerperal infection, more particularly the bacteriological researches 
carried out at Queen Charlotte’s Hospital in the last few years. Attention is 
drawn to the fact that the particular variety of streptococcus which is pre- 
dominantly associated with the condition is relatively absent from the genital 
tract, faeces, and perineal skin of normal uninfected cases, a fact which 
seems to emphasize once again the rarity of spontaneous personal infection. 

Cases are not infrequently reported in which some one infected person, 
usually the midwife, spreads an epidemic amongst her clientele, and there is 
no doubt that minor degrees of unrecorded but essentially similar propagation 
are extremely common. It appears therefore that the modern view of con- 
stantly watchful antisepsis on the part of the persons with whom the expectant 
mother comes into contact must remain the chief factor in the prevention of 
post-partum sepsis. 


RELATION OF THE OVARIAN CYCLE TO ENDOCRINOLOGY. 

Examination of a series of eight specimens of the corpus luteum throws 
little extra light on the vexed question of the relation between haemorrhage 
into the corpus and menstruation, except possibly to throw further doubt on 
the author’s original view that both phenomena were closely related. With 
regard to the clinical application, Falkiner believes that the administration 
of luteal extracts, in the present state of our knowledge, is not of great clinical 
use, and he doubts whether it will ever be of much advantage to produce an 
artificial menstrual cycle by the administration of progestin and folliculin. 
He is, however, satisfied with the results of progestin in the treatment of 
habitual abortion. 

This somewhat pessimistic outlook is shared by a good many authorities, 
and many disparaging statements have recently appeared following Novak's 
original expressions of scepticism with regard to the uses of organotherapy. 
But recent work in gynaecological endocrinology is constantly revealing so 
many new and important facts that it is surely a little premature to condemn 
methods of treatment which are bound ultimately to be vindicated. There is 
no doubt that the results of such treatment are often brilliantly successful, 
and it appears equally true that advancing knowledge and more scientific 
application of better standardized preparations will in the future more than 
justify a reasonable degree of optimism. 
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PUERPERAL SEPSIS FROM THE VIEWPOINT OF SURGERY. 

In this paper Mr. Bonney reiterates his well-known teaching that parturi- 
tion should be looked upon as an operation involving the removal of a tumour, 
and exactly comparable, with necessary exceptions, to a surgical operation 
for the removal of a pathological growth. The implications in this viewpoint 
are that the complications of labour and the puerperium are comparable with 
the similar complications of pathological operation, so that similar precautions 
should be adopted in both cases. 

Sepsis may be intrinsic, derived from the patient’s own body, or extrinsic, 
that is, introduced from an outside source, and both mechanisms apply 
equally to the two types of operation under review. In surgery, the stringent 
application of antiseptic and aseptic methods has reduced the incidence of 
sepsis to what is probably an irreducible minimum, the only anxious cases 
occurring at present being due either to a breakdown in the methods com- 
bating extrinsic infection or to the uncommon and unavoidable cases of 
intrinsic infection. In midwifery, the incidence of puerperal sepsis, or rather 
the mortality from it, is little reduced below that of Listerian times. Bonney, 
however, is tempted to regard the incidence of this death-rate as really very 
low, considering the many inherent natural risks of parturition, particularly 
in the impossibility in ensuring adequate asepsis in the conduct of normal 
labour. 

The author believes that the source of infection in the majority of cases of 
puerperal sepsis is intrinsic, for in spite of antiseptic treatment having elimi- 
nated most of the chances of extrinsic infection, the incidence remains high. 
In his view more attention should be paid to the possibility of the patient’s 
having infected herself, rather than to elaborate theories involving droplet and 
spray infection from the obstetric and other attendants. He naturally agrees 
that all possible preventive measures against such a source should be taken, 
but believes that this is only a small part of the problem. 

Intrinsic infection may be derived from an initially septic genital tract, the 
infection being exaggerated or carried on by the trauma of parturition or 
the re-introduction of extraneous organisms, or bacteria may be introduced 
into a previously aseptic uterus from elsewhere in the body following genital 
injury, or by the obstetric attendant. To avoid puerperal sepsis, therefore, 
the methods of surgery must be more adequately and completely applied to 
the practice of obstetrics. This involves the avoidance of unnecessary trauma 
and haemorrhage, the previous removal of septic foci elsewhere in the body, 
sterilization and antisepsis, and immunization of the patient when possible. 


THE ASCHHEIM-ZONDEK TEST IN THE PUERPERIUM. 

The question of the exact time after normal parturition the pregnancy test 
becomes negative has been indefinite, different observers making guesses at 
the approximate date. The subject is an important one in view of the possi- 
bility of persistence of chorionic epithelium, and an exhaustive investigation 
carried out by Crew at the Pregnancy Diagnosis Station at Edinburgh appears 
at last to have furnished some reliable data. It appears from his results that 
the test invariably yields a negative result 96 hours after normal and com- 
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plete parturition, and he suggests that an Aschheim-Zondek test undertaken 
on the fifth day might well be used as a reliable procedure for the diagnosis 
of retained living products of conception. 


CAESAREAN SECTION IN INFECTED CaSEs. 

Forty-five cases are described in which Caesarean section was performed 
following rupture of the membranes for more than 24 hours, prolonged labour, 
surgical induction of labour which had failed, ante-partum haemorrhage with 
preliminary plugging or douching, failed forceps, etc. The operation was 
successful, with only five foetal deaths and no maternal mortality, in all the 
cases. 

It must be admitted at once that these figures are astonishing in their 
excellence, and are far better than those obtained in similar cases by the 
vast majority of obstetricians. The careful choice of case has always been the 
paramount consideration in the performance of this operation, and though 
the introduction of the lower segment technique has very considerably en- 
larged the scope and safety of Caesarean section in infected and potentially 
infected cases, the mortality still remains high, even if figures are taken 
' where the procedure has been carried out by expert and experienced surgeons. 
In spite of Miss Basden’s illuminating paper, therefore, and though its results 
must command the admiration of all, most obstetricians will probably main- 
tain their heretofore conservative opinions with regard to the application of 
the operation to badly infected cases, and will regard with a little anxiety 
the possible effect of her results in stimulating others less experienced to 
practise widely what must always be regarded as a potentially dangerous 


teaching. Albert A. Davis. 


The Journal of Physiology. 


Vol. Ixxxvi, No. 2. 
*Uterine changes in experimental abortion and their relation to parturition. 
J. M. Robson. 
Anterior pituitary extracts and liver fat. C. H. Best and J. Campbell. 


Vol. Ixxxvi, No. 3. 
*Effects of pregnancy and pseudo-pregnancy upen the blood-lipoids of rabbits. 
E. M. Boyd. 
*“Gonadotropic activity of the pituitary glands of rats deficient in vitamin E. 
I. W. Rowlands and E. Singer. 
*Ovulation and pseudo-pregnancy in the rabbit as a result of stimulation of 
the central nervous system. F. H. A. Marshall and E. B. Verney. 


UTERINE CHANGES IN EXPERIMENTAL ABORTION. 

The reactivity to oxytoxin and spontaneous rhythmic activity of the 
uteri of mice and rabbits following removal of the ovaries or of the pituitary 
gland have been determined during the ensuing expulsion of the uterine 
contents. The reactivity is comparatively low when abortion occurs in the 
earlier stages of gestation, but increases as the period of pregnancy advances. 


527 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Animals operated upon in the latest stages of pregnancy show a very high 
state of reactivity similar to that observed in normal parturition. When 
the uterine contents are removed in addition to the ovaries the uterine 
reactivity does not increase as it does following removal of the ovaries only. 
It is concluded that the uterine contents may play a part in controlling the 
changes in the uterine muscle during pregnancy. 


EFFECT OF PREGNANCY ON BLOoD-LIPoIDs. 

The lipoid content of serum, whole blood, and red blood-cells was deter- 
mined by oxidative methods in pregnant and pseudo-pregnant rabbits. It 
was found that pseudo-pregnancy was accompanied with a diminution of all 
lipoids. In the first half of normal pregnancy phospholipin and free 
cholesterol were diminished, neutral fat was unchanged, and ester cholesterol 
was increased. In the second half of pregnancy all the serum lipoids were 
decreased. There was no alteration in the lipoid content of the red blood- 
corpuscles either in pregnancy or pseudo-pregnancy : this was similar to man. 


GoNnapotRopic ACTIVITY AND DEFICIENCY OF VITAMIN E. 

Deficiency of vitamin E produces a decrease in the content of luteinizing 
or ovulation-producing substance. A similar change seems to occur in early 
pregnancy. The possible relation of this deficiency to the foetal resorption 
which takes place in rats deficient in vitamin E is discussed. Deficient rats 
which had subsequently recovered on a normal diet were found to have a 
normal amount of gonadotropic substance in the pituitary. 


OVULATION AND PSEUDO-PREGNANCY WITH STIMULATION OF THE CENTRAL 

Nervous SysTEM, 

Ovulation has been produced in rabbits on heat by electrical stimulation, 
and has occurred irrespective of whether the stimulus was applied through 
the brain or spinal cord. The period between stimulus and ovulation varied 
between 17 and 24 hours, ie. seven to 14 hours longer than that between 
normal coitus and ovulation. Pseudo-pregnancy followed in four rabbits 
after electrical stimulation. These facts are discussed in the light of the 
view that the effects of the stimulus are produced through the medium of 
the anterior lobe of the pituitary gland. 

J. A. Moore. 


Archives of Pathology 


Vol. xxii, No. 1, 1936. 
*Tumours of the ovary with special reference to benign fibro-epithelioma. 
B. H. Neiman. 


TUMOURS OF THE OVARY WITH SPECIAL REFERENCE To BENIGN FIBRO- 

EPITHELIOMA. 

Three cases of benign fibro-epitheliomata of the ovary (the Brenner 
tumour) are described. It is suggested that these tumours as well as the 
masculizing arrhenoblastomata and the feminizing granulosa cell and theca 
cell tumours have a common stem of origin, but differentiate along different 


lines. 
J. A. Moore. 
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The Biochemical Journal. 


Vol. xxix, No. 12, 1935. 
*The influence of vitamin A on the vaginal contents of the rat. K. H. 
Howard, M. R. Cambden, and E. M. Lee. 
*Isolation and identification of a combined form of oestriol in human urine 
during pregnancy. S. L. Cohen and G. F. Marrian. 


THE INFLUENCE OF VITAMIN A ON VAGINAL CONTENTS OF THE Rar. 

Changes in the vaginal contents were produced by withholding vitamin A 
from the diet. Exhaustion of vitamin A produced keratinized cells in the 
vagina. These cells disappeared on feeding with vitamin A. This finding 
can be made use of for quantitative estimations of vitamin A. 


ISOLATION AND IDENTIFICATION OF A COMBINED FORM OF OESTRIOL IN HUMAN 
URINE DURING PREGNANCY. 


A method is described by which a substance containing 50 per cent by 
weight of oestriol can be recovered from the urine of pregnant women. 


J. A. Moore. 


The Canadian Medical Association Journal. 


Vol. liv, No. 1, January, 1936. 


Further history of the care and feeding of the Dionne Quintuplets. 
A. R. Dafoe. 

*Induction of labour by rupture of the membranes. E. M. Blair. 

*Fracture of the femur occurring at delivery. T. E. Brown. 


Vol. xxxiv, No. 3, March, 1936. 


*Endometriosis of the large bowel. N. J. Maclean. 
The sex hormones and their value as therapeutic agents. M.C. Watson. 


INDUCTION OF LABOUR BY RUPTURE OF THE MEMBRANES. 


The author is of the opinion that rupture of the membranes is a useful 
and also a safe means of inducing labour. It is increasingly effective as term 
approaches. The work of Stroganoff, who reports very satisfactory results 
following rupture of the membranes in 86 cases of eclampsia, is cited in 
support of his contention. The resulting dry labour is not regarded as an 
unfavourable sequence, because neither maternal mortality nor morbidity is 
in any way increased. The work of Kries and others is quoted to show that 
the cervix, neither macroscopically nor microscopically, suffers from dilata- 
tion by the presenting part rather than by the bag of waters, The infantile 
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mortality and injuries are not apparently increased, and it would even appear 
that the use of instruments has been lessened in cases of dry labour. 

Oestrin, the follicular hormone, is produced in ever-increasing amounts and 
progestin, the hormone of the corpus luteum, is produced in ever-diminishing 
amounts as pregnancy proceeds towards term. Oestrin sensitizes the uterine 
muscle fibres to the action of infundibulin which stimulates contractions. The 
absence of progestin relieves the chemical mechanism of an inhibiting in- 
fluence. Acetylcholin, which is essential for the transmission of stimuli to 
the uterine musculature from the sympathetic and para-sympathetic nerves, 
is formed in the placenta. 

It is believed that after rupture of the membranes both oestrin and 
acetylcholin are liberated in larger amounts and this is possibly the reason 
why labour begins. 


FRACTURE OF THE FEMUR OCCURRING AT DELIVERY. 

The patient, a multipara, had long been in labour as a result of a shoulder 
presentation, one arm of the baby was presenting at the vulva and the foetal 
head lay above the pelvic brim on the left side. Version was performed and 
traction made upon the right leg, it being impossible to bring down the left. 
As the buttocks were passing under the pubic arch a snapping sound, like 
that produced by the breaking of a lead pencil, was heard. Delivery of the 
after-coming head was easily accomplished, and the infant appeared to be 
normal in every way except that the left femur was obviously fractured 
transversely at the junction of the middle and upper thirds. As it was im- 
possible to move the child to hospital, a small bed was constructed of wood 
and to this two uprights with a cross piece were nailed, a small pulley being 
attached to the latter. A small pillow, protected by rubber sheeting, was 
placed on the bed; the child was oiled and wrapped in absorbent cotton. 
Adhesive plaster was applied to the legs and by means of this traction was 
made over the pulley, sufficient weight being used to be just short of raising 
the baby’s buttocks off the bed. A splint was applied to the thigh on both 
sides, back and front to prevent bending at the site of the fracture. These 
arrangements permitted the child to be suckled without interference with the 
traction. In three weeks the union was firm with a large amount of callus. 

The child learned to walk at the age of 10 months, and at 19 months 
X-ray examination showed little difference between the two femora. 

A drawing of the child in its specially constructed bed and an X-ray 
photograph at 19 months are shown in the text. 


ENDOMETRIOSIS OF THE LARGE BOWEL. 

An endometrioma is a tumour composed of aberrant endometrial cells 
which are subject to periodic changes corresponding with the menstrual 
cycle. The term endometriosis denotes the presence of more than one endo- 
metrioma. Since Rokitansky, in 1860, described adenomyomata of the 
uterus, tumours of endometrial structure have been found in various pelvic 
and abdominal organs. 

During the last 20 years the author has seen six cases of endometriosis of 
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the large bowel and in the same period 200 cases of carcinoma of the colon 
and rectum. 

The nomenclature of the condition is extensive, and the following names 
occur in the literature: (1) Adenomyoma (Rokitansky, von Recklinghausen, 
and others); (2) adenomyosis (Frankl, and the German school); (3) adeno- 
myosis interna (the uterine body); (4) adenosis, there being absence of muscle 
fibres in those occurring outside the uterus; (5) salpingitis isthmica nodosa 
(Chiari), suggesting an inflammatory cause and originating in the Fallopian 
tubes; (6) adenofibromyoma cysticum (Iwanoff); (7) adenomyoma of endo- 
metrial type (Sampson); (8) Mullerianoma and Mulleriosis (Baily), suggesting 
an embryonal origin from the Mullerian duct. (9) endometrioma (Blair-Bell), 
or, if the oma suffix is objectionable, the more correct osis may be used’ 
(10) endometroid tumours; (11) endometriosis (Sampson), a more correct term, 
considering there is usually more than one lesion. 

Endometrial tumours occur most frequently in the uterine body but are 
also found in the pouch of Douglas; the recto-vaginal septum; in the utero- 
vesical pouch (as a tumour of the bladder); in the isthmic angle of the 
Fallopian tubes and uterus; in and about the ovaries; at the internal inguinal 
ring and in the inguinal canal; at the umbilicus; in the posterior sheath of the 
rectus muscle. in the rectum and pelvic colon; in the ileum; in the appendix; 
in the incisional scars of the abdominal wall, principally below the umbilicus; 
in the vulva and Bartholin’s glands. 

Endometriomata occur only in the female and involve the pelvic organs 
and neighbouring structures. There is an associated inflammatory reaction 
resulting in fibrosis and adherence of adjacent surfaces, such as may occur 
between the rectum and the posterior aspect of the uterus. The implant tends 
to become extra-peritoneal by over-folding of the peritoneum if this is mobile, 
or it may be isolated by neighbouring structures adhering together. 

Characteristic symptoms are increase in size associated with pain at the 
menstrual periods, and sometimes the occurrence of external bleeding, 
especially if the tumour is situated in the wall of the bowel or at the umbilicus 

There are many theories of origin. 

(1) The inflammatory theory, Chiari (1887). These growths, when seen in 
the Fallopian tubes, were thought to be the result of inflammatory infolding 
of the tubal mucosa. 

(2) Wolffian theory (von Recklinghausen, 1896). The Wolffian duct and 
body were believed to be the origin of the growths as the cells were in clumps 
resembling renal glomeruli. 

(3) Mullerian theory (Kossman, 1897). This is, in essence, Cohnheim’s 
theory of embryonic cell rests. 

(4) Serosal metaplasia theory (Iwanoff, 1898). Novak and Meyer support 
this theory, which is based on the assumption that coelomic endothelium, 
when inflamed or irritated, may revert to the embryonic type and produce 
Mullerian tissue. 

(5) Implantation theory (Sampson). This theory implies that endometrio- 
mata are due to fragments of the endometrium, shed during the menstrual 
cycle, and carried into the abdominal cavity by the Fallopian tubes. The 
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arguments in favour are that endometriomata occur only in women, and 
experimental implantation of a portion of endometrium implanted in the 
peritoneal and pleural cavities of rabbits is followed by growths of tumours 
similar to endometriomata. The arguments against the theory are the 
occurrence of growths at distant and what are believed to be inaccessible sites, 
for example, in the inguinal canal, in the recto-vaginal septum, at the um- 
bilicus, and even on the vulva. But these arguments cannot be said com- 
pletely to hold. The distant inguinal growths may have originally migrated 
along a patent peritoneal protrusion covering the round ligament (canal ot 
Niick), the inflammatory reaction associated with the growth having subse- 
quently caused sealing or obliterating of the protrusion. The recto-vaginal 
implant could have started in the bottom of a deep pouch of Douglas and 
become isolated by adherence of the peritoneal layers above it. In the 
embryo the bottom of the pouch of Douglas in the female reaches the 
perineum. Vulval growths may be due to implants on the area traumatized 
during an abortion, labour or operation. The umbilical tumour could be an 
implant in the sac of a small and unrecognized hernia. 

The diagnosis of endometriomata of the colon must be made from car- 
cinoma and many of the physical characteristics revealed by clinical 
examination and by operation may bear marked similarity. It is important 
to suspect the presence of endometriomata as otherwise the possibility of their 
existence may be overlooked. 

Endometriomata are associated with pain during menstruation which 
diminishes or even disappears between the periods. Intestinal obstruction is a 
late and exceedingly rare occurrence. Endometrioma of the recto-vaginal 
septum can be felt through the posterior vaginal fornix as well as on rectal 
examination; through a vaginal speculum, puckering of the vaginal mucosa or 
the presence of one or more bluish nodules may be seen. Sigmoidoscopic 
examination will probably be difficult because of tenderness and rigidity of the 
wall of the bowel and no evidence of the growth will be seen on the mucosal 
aspect except, perhaps, one or more bluish nodules at the time of menstrua- 
tion. An endometrioma exposed by laporotomy may, because of puckering 
and scarring of the peritoneal surfaces of the bowel, present an appearance 
simulating a scirrhous carcinoma. 

Assisted by a history of pain occurring or increasing only during the 
menstrual periods, three facts will help in making a diagnosis: the growth 
does not cause an encircling constriction of the bowel as in the case of 
carcinoma; the tumour can be lifted up like a button in the intestinal wall 
and moved without moving the whole segment of the colon or rectum; and 
there are no enlarged lymphatic glands in the drainage areas. 

A very early carcinoma may present similar appearances, but before 
radical excision required for carcinoma is undertaken a segment should be 
removed and examined microscopically. 

Treatment. Two factors must be borne in mind when considering treat- 
ment. First, endometriomata are not malignant; second, atrophy of the 
tumour almost invariably follows cessation of ovarian function. 


Radiotherapy. Direct radiation to the tumour with deep X-rays or radium 
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is useless, because endometriomata are powerfully radio-resisting, being 
composed of well-differentiated adult cells. Destruction of the ovaries by 
deep X-rays or removal by operation will be followed by recession of the 
growth and relief of symptoms. In women near the time of the menopause, 
the treatment of choice is destruction of the ovaries by deep X-rays. In 
young women, in order to conserve, if possible, the childbearing function and 
to avoid symptoms of an acute menopause, it is preferable to remove the 
tumour. Should there be, however, excessive endometriosis involving the 
rectum, sigmoid colon and all other organs in the pelvis, where these struc- 
tures are matted together, as they usually are, by dense firm fibrous 
adhesions, it is better to rely on sterilizing doses of deep X-rays, whatever the 
age of the patient, and to perform, if necessary, in addition, temporary 
colostomy. 

Surgery. Local removal of the tumour only is required. It is not necessary 
to excise a surrounding zone of healthy tissue and no radical operation, in- 
cluding gland-bearing areas, as would be required for the removal of a malig- 
nant tumour, is ever necessary. The growth can usually be removed by an 
eliptical incision followed by a transverse suture of the opening in the bowel, 
supported by an omental graft. If the tumour is in the sigmoid colon or 
rectum a large rubber drainage tube can be passed through the anus and 
carried above the suture line to guard against tension due to gas. When the 
tumour is situated above the sigmoid colon a previous caecostomy should be 
performed. 

Three drawings are included, two illustrating the various locations in 
which endometriomata have been found, and one showing a section of the 
wall of the bowel involved and depicting infolding of the serosa, thickening ot 
the musculature, together with an intact mucosa. 

An extensive bibliography is appended. 

J. Lyle Cameron. 


Australian and New Zealand Journal of Surgery. 


Vol. v, No. 3, January, 1936. 
~ *The suspensory ligament of the pelvic viscera. W. E. A. Hughes-Jones. 
*Procidentia uteri. F. A. Maguire. 


THE SUSPENSORY LIGAMENTS OF THE PELVIC VISCERA. 

One pair of ligaments is described which is alone responsible for the 
maintenance of the position of the pelvic viscera in the male and female. 
Paterson aptly named these the ‘‘ suspensory ligaments ’’. The ligament is 
laid down in the line of pull of the viscera, and through it the blood-vessels, 


nerves and ureters reach the viscera. 


PROCIDENTIA UTERI. 
The anatomy, aetiology and incidence of procidentia uteri are given. 
Details of an operation for its cure are described. 
W. R. Winterton. 
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Surgery, Gynecology and Obstetrics. 


Vol. Ixii, No. 2a, February 15th, 1936. 


*The diagnosis of endometrial hyperplasia. L. E. Burch. 

*Some aspects of maternal nutrition. L.C. Conn, J. R. Vant and M. M. 
Malone. 

*The treatment of cancer of the uterine body. A. R. Kilgore. 


Vol. lxii, No. 3, March 1936. 

“The risk to the infant in breech delivery. T. R. Goethals. 

*The relation of chronic mastitis to certain hormones of the ovary and 
pitutary body and to coincident gynaecological lesions. Part II. Clinical 
and hormone studies. H.C. Taylor. 

‘Reproductive efficiency before and after the birth of malformed children; a 

study of 405 consecutive families. D. P. Murphy. 


Vol. Ixii, No. 4, April 1936. 

*Effect of total hysterectomy upon the ovary of the macacus rhesus; an 
experimental study. T. H. Burford and A. W. Diddle. 

*“Lymphopathia venereum (lymphogranuloma inguinale) of the female 
urethra. L. A. Gray. 

*Plastic operations for construction of an artificial vagina. C. W. Flynn 
and J. W. Duckett. 

‘Five-year and ten-year end-results of the treatment of cancer of the cervix 
uteri by irradiation. B. F. Schreiner and W. H. Wehr. 


Tue DraGNosis OF ENDOMETRIAL HyPERPLASIA. 

The author’s experience has conclusively shown that in a large percentage 
of cases of endometrial hyperplasia diagnostic curettage is unnecessary, and 
an accurate diagnosis can be obtained by an ordinary .history and by 
physical examination. 

This condition occurs most commonly after the age of 35. Frequently 
there is a history of child-birth, abortion, or debilitating disease. Endocrine 
stigmata are frequently present and a noticeable number of patients have 
had pelvic operations. 

Bleeding is the chief symptom; it is painless, profuse and usually pro- 
longed. On examination constitutional evidence of the cause or effect of 
the disease may be found. Anaemia is to be expected; the basal metabolic rate 
is generally low, the galactose test is variable, it may be normal or low, 
and achylia gastrica is sometimes noted. On pelvic examination the cervix 
is sometimes found to be soft and may be open. The uterus is variable; it 
may be normal in size, or enlarged and thickened; frequently it contains 
fibroids. In typical cases ovarian enlargement, resulting from the presence 
of a follicular cyst, is found. 

Eighty-five per cent of the cases of uterine bleeding are due to one of 
the five following conditions: cancer, abortion, fibroid tumour, extra-uterine 
pregnancy, and endocrine malfunction. The author differentiates between the 
diagnosis of these conditions and that of endometrial hyperplasia, stressing 
the fact that when the differential diagnosis is not clear, an exploration of 
the uterus is advisable. This can be done by means of a curette or a 
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biopsy instrument; for some time the author has been using a small metal 
punch which can be passed through the cervix as easily as an ordinary 
uterine sound. A bite is taken from the endometrium, the position of the 
instrument is changed and another bite taken. The instrument is then 
withdrawn; two good pieces of tissue large enough to satisfy the most 
exacting pathologist are obtained in this way. 


SoME ASPECTS OF MATERNAL NUTRITION. 

The authors consider the problem of the under-nourished pregnant and 
nursing mother a vital one. The menu they have drawn up is based on a 
daily intake of one quart of milk, raw or cooked, supplemented twice each 
week by cheese, two cups of vegetables, one fresh when possible, one cup 
of fruit, citrus fruits or canned tomatoes three times a week, one cup of 
cereal whole cooked, supplemented for two or three days each month by 
uncooked grain germ and one medium-sized serving of meat, fish, fowl, or 
eggs, with liver added once each week. This will furnish sufficient protein, 
minerals and vitamins for resistance, well-being and growth. To these sub- 
stances is added the amount of bread, potatoes, macaroni, crackers, rice, 
cakes, sugar, jelly, jam, syrup, cream, butter, and salad oil, dictated by 
the appetite and regulated by the gain in weight to supply energy and 
make the diet attractive and satisfying. 

During the first trimester the authors advise repeated small meals 
throughout the day with the largest meal preferably before retiring to bed, 
and the avoidance of combining solid food with more than. a minimum of 
fluid, and excessive fat. If necessary an additional amount of vitamin B, 
may be given. An ordinary diet suffices during the second trimester, and 


during the last trimester a slight increase in protein is needed to prepare 
for lactation. 

The authors believe that more attention to these details will result in 
fewer complications, healthier mothers and healthier, better nourished 
babies. 


THE TREATMENT OF CANCER OF THE UTERINE Bopy. 

While there is good authority for the use of radio-therapy exclusively 
for fundal cancer, it appears that the weight of clinical experience favours 
hysterectomy, preferably with pre-operative radiation, at least for cancer 
still confined to the body of the uterus. 

The author thinks it is probably safe to state that more communities 
have surgeons competent to do a good hysterectomy, than they have 
radiologists and equipment adequate for the effective radiation of fundal 
cancer. 

The Cancer Commission appointed in America, after thorough investiga- 
tion and enquiry, recommended hysterectomy with pre-operative radiation 
in cancer limited to the uterus, and radio-therapy in cancer extending 
beyond the wall of the organ. 


THE Risk TO THE INFANT IN BREECH DELIVERY. 
This communication is a review of 1,242 breech deliveries in the Boston 


Lying-in Hospital from 1913 to 1934. The gross combined foetal and 
neonatal death-rate was 25.7 per cent. 
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It was found that in 272 deliveries, or 21.9 per cent, either the pregnancy 
was pathological with such complications as pre-eclamptic toxaemia, 
eclampsia, nephritis, syphilis, diabetes, and hydramnios, or labour was 
complicated by such conditions as placenta praevia, ablatio placentae, or 
prolapse of the umibilical cord. Since the crude mortality in this group 
was 51.8 per cent, the effect of pathological pregnancy and labour as an 
important. factor in the high gross mortality is evident. In the 970 
deliveries uncomplicated by pathological pregnan¢y or labour as above 
defined, the crude mortality was 18.5 per cent. 

Prematurity of the infant was common in both groups and contributed 
in no small measure to the crude mortality in each. 

The risk of breech delivery as such should be computed only from cases 
in which uncomplicated labour occurs. Nevertheless, it should be borne 
in mind that this series shows the incidence of placenta praevia, ablatio 
placentae, and prolapse of the cord to be respectively three, five and five 
times as frequently associated with breech presentation as with all types of 
presentation, 

The mortality in, uncomplicated breech delivery was as follows: Primi- 
parous single pregnancy, 18.1 per cent; multiparous single pregnancy, 17.2 
per cent; primiparous multiple pregnancy, 24.3 per cent; and multiparous 
multiple pregnancy, 23.8 per cent, 

In correcting the crude mortality the author excluded macerated and 
grossly malformed babies, and the final figures were a mortality of 13.6 
per cent among 916 babies, subdivided as follows: 53.6 per cent for prema- 
ture infants, 10 per cent for immature infants, and 6.9 per cent for mature 
infants. Therefore, 6.9 per cent represents the risk to the living undeformed 
full-time infant in utero who is destined to be born by the breech in the 
absence of pathological pregnancy, haemorrhagic and other accidents of 
labour. 


THE RELATION OF CHRONIC MASTITIS TO CERTAIN HORMONES OF THE OVARY 
AND PITUITARY AND TO COINCIDENT GYNAECOLOGICAL LESIONS. Part II. 
CLINICAL AND HORMONE STUDIES. 


The first part of this paper appears in a previous number when the 
author was concerned with a consideration of the possible causes and the 
histology of diffuse mammary diseases commonly classed under the general 
term chronic mastitis. A further extensive study has been made, and the 
author gives details of many cases seen by him, but although he has found 
that a certain minimal activity of the ovary is necessary for the development 
of chronic mastitis, no specific over-function or under-function of the ovary 
is at present demonstrable. This result is contrary to the author’s expecta- 
tions, and to what might have been expected from the known proliferative 
effects of the ovarian hormone on the tissue of the breast. Certain exceptions 
and reservations must be made, as in a small group of cases in which 
swelling of the breast develops in the presence of a persistent follicle or 
corporeal luteal cyst, where a hormonal cause is probable, but the clinical 
aspects of this condition are different from the common type of chronic 
mastitis. However, the author believes that this present study has not 
exhausted the possibilities of a hormonal cause. 
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REPRODUCTIVE EFFICIENCY BEFORE AND AFTER THE BIRTH OF MALFORMED 

CHILDREN; A STUDY OF 405 CONSECUTIVE FAMILIEs. 

The reproductive activity of 405 mothers, each having had a congenitally 
malformed child, is reported with respect to the incidence of miscarriages, 
stillbirths and premature births. Of the 405 families, 37.3 per cent exhibited 
one or more miscarriages, stillbirths, or premature births. Of the total of 
1,732 conceptions in the 405 families 63.2 per cent ended normally, 23.4 per 
cent resulted in malformed children, and 13.4 per cent ended in either 
miscarriage, stillbirth, or premature birth. 

Miscarriage, stillbirth and premature birth occurred most often in the 
pregnancy immediately preceding that of the defective child. 

The author concludes from his observations that the birth of a congenit- 
ally malformed child may be only one expression of a prolonged decrease 
in functional reproductive activity, the other expression being miscarriage, 
stillbirth, and premature birth; it is, therefore, suggested that the obstetrician 
has reason to suspect congenital malformation in a pregnancy following 
either of these three events. 


EFFeEct oF Tota, HySTERECTOMY UPON THE OVARY OF THE Macacus RHESUS; 

AN EXPERIMENTAL STUDY. 

Five female monkeys, macacus rhesus, including mature and immature 
animals, were subjected to total hysterectomy, and the effect on the ovaries 
was studied. The animals were followed for periods ranging from 121 to 217 
days after hysterectomy. No impairment of ovarian activity could be 
detected by vaginal lavage studies, sex-skin colour records, or examination 
of the ovaries at laparotomy. 


A post-mortem census of the follicles in the ovaries revealed no increase 
in follicular atresia for either the mature or immature group. One immature 
animal went on to definite sexual maturity 103 days after hysterectomy. 
It is concluded that hysterectomy in macacus rhesus is without effect upon 
the ovary except for purely traumatic effects. The monkey affords no 
evidence that the uterus contributes any endocrine influence upon the ovary. 


LYMPOPATHIA VENEREUM (LYMPHOGRANULOMA INGUINALE) OF THE FEMALE 

URETHRA. 

The author presents in this paper a series of 11 cases which seem to 
indicate the stages of a syndrome occurring in women, beginning with a 
chronic urethritis and progressing to urethral stricture or extensive urethral 
ulceration. Nine of the 11 are associated with positive Frei tests, which 
seem to indicate that this syndrome is probably due to the virus of lympho- 
pathia venereum—lymphogranuloma inguinale. All these cases are here 
described in detail. A wide variety of parenteral and local treatment had 
no appreciable influence on the disease, in, fact the two patients who had 
the least treatment showed the greatest healing. The indications are that 
cure, as in other virus diseases, probably depends on immunity. 


PLastic OPERATIONS FOR CONSTRUCTION OF AN ARTIFICIAL VAGINA. 
The authors believe that the best method so far devised for construction 
of an artificial vagina, is that of Frank and Geist. They used a single-tubed 
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pedicle flap from one thigh with delayed transfer which allowed them to 
obtain sufficient depth, and adequate blood-supply to the graft was supplied 
while it was becoming established in its new location. They emphasized the 
necessity for early and adequate dilatation of the tube. The originators of 
this method have reported four cases, and one each has been reported by 
Rushmore, Turrenne and Grad. The authors’ second case detailed in this 
communication was done by this method, which makes eight reported cases 
with uniformly good results and no deaths. : 

The authors think that this method is more likely to ensure healing with 
a minimum of scar tissue, and hence eliminate to a large extent the un- 
desirable effect of contracture. It is most important, however, that adequate 
dilatation of the artificial lumen is begun early and continued indefinitely. 


FIvE-YEAR AND TEN-YEAR END-RESULTS OF THE TREATMENT OF CANCER OF 

THE CERVIX UTERI BY IRRADIATION. 

From 1913 to 1929, 955 cases of epidermoid carcinoma of the cervix uteri 
were examined at The State Institute for the Study of Malignant Diseases. 
Eighteen cases were not treated and 937 were treated by irradiation. The 
cases were all grouped under the Schmitz classification. Nearly all the 
cases were treated by external radiation followed by intra-uterine radium. 
At the end of five years 124 patients had survived, and 11.8 per cent were 
considered absolutely healed, and at the end of to years there were 41 
survivals and 7.1 per cent were absolutely healed. 

The authors believe that the most important steps in the prevention of 
cancer are periodic examinations which will disclose inflammatory lesions, 
proper and careful attention during pregnancy, labour and the puerperium, 
a realization of the dangers resulting from the use of strong chemicals, and 
also the knowledge that cancer of the cervix may occur at any age. 

C. D. Read. 


American Journal of Diseases of Children. 


Vol. li, No. 1, January, 1936. 

*Prophylaxis of rickets in premature infants with vitamin D milk. Leonard 
T. Davidson, Katherine K. Merritt and Sidney S. Chipman. 

*Substances involved in the coagulation of the blood of the new-born infant : 
IV. Variations in the fibrinogen content in the normal infant. Marian M 
Crane and Heyworth N. Sanford. 

*Teterus gravis neonatorum. Irwin Philip Sobel. 


Vol. li, No, 2, February, 1936. 
*A method of preserving breast milk: a survey of its clinical application. 
Lewis A. Scheuer and Jessie E. Duncan. 
*Blood in the stools of the new-born. Barnet E. Bonar. 
*Effects on the foetus of hypervitaminosis D and calcium and phosphorus 
deficiency during pregnancy. Lester Warren Sontag, Paul Munson and 
Elton Huff. 
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“Substances involved in the coagulation of the blood of the new-born infant: 
V. Studies of the fibrinogen. Marian Crane and Heyworth N. Sanford. 


Vol. li, No. 3, March, 1936. 

*Letterer-Siwe’s disease: splenohepatomegaly associated with widespread 
hyperplasia of nonlipoid storing macrophages; discussion of the so-called 
recticulo-endothelioses. Arthur F. Abt and Edward G. Denenholz. 

*Immune reactions induced in infants by intestinal absorption of incompletely 
digested cow’s milk protein. Vernon W. Lippard, Oscar M. Schloss and 
Priscilla A. Johnson. 

*Substances involved in the coagulation of the blood of the new-born: 
V. prothrombin; quantitative and qualitative studies of platelets in the 
normal infant. Eleanor I. Leslie and Heyworth N. Sanford. 

*Further studies of viosteral in the prophylaxis of rickets in premature infants. 
Leonard T. Davidson and Katherine K. Merritt. 


PROPHYLAXIS OF RICKETS IN PREMATURE INFANTS WITH VITAMIN D MILK. 

Though much has been written on the cure of rickets by milks reinforced 
with vitamin D, up to the present, few studies on its prophylaxis by this 
means in infants have appeared. Eleven premature infants were given 
vitamin D milk during their first six months and the particular variety of 
milk employed was shown to be unable to prevent slight rickets from appear- 
ing in nine of these premature infants. The rickets appeared between the third 
and the fifth months. Clinical evidence appeared a month later than radio- 
logical evidence. Healing was seen by the sixth month without change of 
diet. The vitamin D milk was obtained from a good herd of cows who 
received a special dietetic addition in the form of irradiated yeast. 


SUBSTANCES INVOLVED IN THE COAGULATION OF THE BLOOD OF THE NEW-BORN 
INFANT: V. VARIATIONS IN THE FIBRINOGEN CONTENT IN THE NORMAL 
INFANT. 

In most cases there is a definite rise in the fibrin content of the plasma 
during the first few days of life. After the fourth day there may be a further 
rise or a fall, so that in individual infants the curve may move in opposite 
directions. In the first 10 days the average fibrin content is 0.38 gram per 
100 cubic centimetres of plasma, with variations between 0.22 and 0.67 
gram. The authors express dissatisfaction with the refractometric method 
of estimation and have employed a micro-Kjeldahl method. It is assumed 
that the fibrin value is an approximate indication of the quantity of fibrinogen 
in the circulating blood. The quantity of fibrin formed by clotting has been 
estimated to be about 7 per cent less than the amount of fibrinogen from 
which it is produced. 


IcTERUS GRAVIS NEONATORUM. 

A case of icterus gravis neonatorum is described in detail. Treatment by 
repeated blood-transfusions brought about the usual dramatic improvement, 
but more or less cerebral damage had probably already been sustained 
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(kernicterus) because at three months old ‘‘ the infant lay on her side with 
her head in marked opisthotonos.’’ The cardinal points in the diagnosis, 
treatment and pathology, and the various aetiological hypotheses, are con- 
cisely presented together with a short review of the recent literature, and 
for those desirous of obtaining the major points concerning icterus gravis 
neonatorum this paper is a convenient and accurate account. 


A METHOD OF PRESERVING BREAST MILK: A SURVEY OF ITS CLINICAL 

APPLICATION, - 

More and more is the necessity of a constant supply of preserved breast 
milk being realized. Paediatrician after paediatrician has stated his beliet 
that human milk is the most satisfactory way of obtaining good results in 
marasmus and prematurity. Broadhurst and Duncan have found that 
expressed breast milk, heated to 175°F. for 30 minutes on three successive 
days, would remain sterile indefinitely when refrigerated properly. 

The authors of the present paper have employed their methods with 
success. They have fed 125 infants at the New York Foundling Hospital, 
including 61 premature infants and 11 marasmic infants. The preserved 
breast milk was found to be bacteriologically sterile after two years, and the 
authors believe that such pasteurized breast milk is a satisfactory substitute 
for fresh breast milk. 


BLoop IN THE STOOLS OF THE NEW-BORN. 
In this paper Bonar enlarges on a previous report in which 30 per cent 
of new-born infants were shown to have occult blood in the stools during the 


first 10 days of life. Extraneous sources for it are carefully excluded. It is 
suggested that this common presence of blood-pigment is due to the prolonga- 
tion of coagulation and bleeding-times, as well as the tendency of the blcod 
of the new-born to haemolyse. The occult bleeding seems to be more closely 
related to the bleeding-time and the condition of the vessel wall than to the 
clotting elements of the blood. 


EFFECTS ON THE FOETUS OF HYPERVITAMINOSIS D AND CALCIUM AND 

PHOSPHORUS DEFICIENCY DURING PREGNANCY. 

The paper describes animal experiments designed to ascertain if a close 
relation exists between the mineral intake of the mother during pregnancy 
and the mineral metabolism of the foetus. 

The chief conclusions are: (1) The offspring of mineral-deficient mother 
rats have a lower calcium and phosphorus content than those born of controls 
fed on a diet adequate in these minerals; (2) Severe calcium and phosphorus 
dietetic deficiency in the mother rat may cause osteoporosis in the offspring; 
(3) The transmitted effects of an excess of vitamin D seem to be similar to 
the direct demineralizing effects described by L. G. Harris and others. 


SUBSTANCES INVOLVED IN THE COAGULATION OF THE BLOOD OF THE NEW-BORN 
INFANT: V. STUDIES OF THE FIBRINOGEN. 
Injection of blood or serum is the accepted treatment for haemorrhagic 
disease of the new-born, but the mechanism of its action is unknown. This 
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report presents evidence that injections of mother’s whole blood do not 
increase the fibrinogen content of the plasma of the normal neonate. It is 
further suggested that in haemorrhagic disease the beneficial effects are due 
to an increased formation of fibrinogen. 


LETTERER-SIWE’S DISEASE: SPILENOHEPATOMEGALY ASSOCIATED WITH WIDE- 
SPREAD HYPERPLASIA OF NON-LIPOID STORING MACROPHAGES; DISCUSSION 
OF THE SO-CALLED RETICULO-ENDOTHELIOSES. 


Since 1924, it has gradually become apparent that there are forms of 
non-lipoid reticulo-endotheliosis which can be pathologically separated from 
the lipoidoses but may mimic them clinically. Letterer was the first to report 
such a case and, in 1933, Siwe grouped the reported examples into a well- 
defined clinical entity. Therefore, the present authors propose the title 
Letterer-Siwe’s Disease as an appropriate designation for this group, which 
is characterized by the following distinctive features: Splenomegaly, hepato- 
megaly, an haemorrhagic tendency, lymphatic node enlargement, involvement 
of the osseous system, and secondary anaemia with slight leucopenia. The 
disease is neither hereditary nor familial; it occurs exclusively in infants. 
The onset is acute, the course is gradually downhill and the duration varies 
from a few weeks to several years. The causation is quite unknown. 
Histologically the changes consist in a generalized hyperplasia of macrophages 
similar to the changes seen in the lipoid reticulo-endothelioses (Gaucher’s 
disease, Niemann-Pick’s disease, etc.), except for the absence of lipoid storage 
in excess. An infant as young as three months has been affected. Radium 
pack therapy has been tried, but no satisfactory treatment has been suggested. 


INTESTINAL REACTIONS INDUCED IN INFANTS BY INTESTINAL ABSORPTION OF 
INCOMPLETELY DIGESTED Cow’s MILK PROTEIN. 
. 


Intestinal absorption of minute amounts of incompletely digested protein 
may occur in both normal infants and normal adults. The amounts absorbed 
are apt to increase under the influence of disease. It is believed that when 
antigenic protein is so absorbed, complement-fixing and precipitating anti- 
bodies are developed in the blood. Thus Anderson, Schloss and Myers 
detected specific precipitins against certain proteins newly introduced in the 
diet. The specific precipitins disappeared after a short time. Further, 
temporary cutaneous oversensitiveness to the specific protein develops in 
50 per cent of infants. It appears possible that after a time a mechanism for 
inhibiting the absorption of antigenic protein comes into play. 

Actually to prove the absorption of antigenic protein the present authors 
employed complement-fixation tests and found that the complement-fixation 
antibody may remain in the serum for as long as two years. They state, 
inter alia, that the mechanism whereby the body is protected from the 
continued absorption of foreign protein is a mystery. They discuss three 
possibilities: first, that by some means the intestinal wall becomes less 
permeable; second, that there is an alteration of digestive enzymes leading 
to more complete denaturization; and third, even though foreign protein 


541 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


continues to be absorbed, it may be neutralized by some hitherto unrecog- 
nized immune reaction. 

Infants often enough manifest the first symptoms of allergic oversensitivity 
to antigenic substances a few days or a few weeks after initial exposure. This 
interval coincides with that which precedes the development of the antibodies 
observed in the present investigation. In the average infant the process is 
passed over without incident. In the infant with an inherited tendency to 
allergy it is conceivable that the mechanism does not work smoothly and 
clinical evidence of allergy results. 


THE SUBSTANCES INVOLVED IN THE COAGULATION OF THE BLOOD OF THE NEW- 
BORN: V. PROTHROMBIN; QUANTITATIVE AND QUALITATIVE STUDIES OF 
PLATELETS IN THE NORMAL INFANT. 

The number of platelets in natural venous plasma of the new-born for 
the first 10 days of life shows practically no daily change, varying between 
500,000 and 600,000. 

Disintegration of platelets in the plasma of the new-born for the first 
10 days of life is less at birth than later, and this lack of disintegration 
increases until the fourth day of life. It then decreases, and by the tenth 
day disintegration is greater than at birth. 

This resistance to disintegration of the platelets of the new-born parallels 
the increase in coagulation time of the blood occurring in the first four days 
of life.—Authors’ summary. 


FURTHER STUDIES OF VIOSTEROL IN THE PROPHYLAXIS OF RICKETS IN 
PREMATURE INFANTS. 

A group of 27 premature infants was given viosterol, 3,150 U.S.P. units 
daily, as their sole antirachitic substance. Evidences of mild rickets, with 
early healing, were seen in approximately two-thirds of the group. The 
suggestion is put out that between the second and the sixth month the intake 
of vitamin D tends to be inadequate in relation to the impetus for growth, 
and it is an open question whether by beginning therapy earlier or by 
increasing the dose of vitamin D, mild rickets can be entirely prevented. 

Reginald Lightwood. 


The New England Journal of Medicine. 


Vol. cexiii, No, 21, November 21st, 1935. 


*Theelin therapy in vulvo-vaginitis. R. Phillips. 


THEELIN THERAPY IN VULVO-VAGINITIS. 

As a result of the administration of theelin the immature vaginal epi- 
thelium of young girls becomes thickened and adult in type. The epithelium 
increases in thickness from five to 30 layers. The outer layers become 
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cornified and slough. It is thought that the sloughing carries with it the 
gonococci in the uppermost layers of the epithelium. 

Thirteen cases were treated at the Boston City Hospital. Eleven cases had 
positive smears. Each patient received 700 to goo rat-units, in three divided 
doses, weekly. The total amount received varied from 2,100 to 4,460 rat-units. 
The theelin reaction is established at about 2,000 units. 

Weekly smears were taken and the comparative number of cornified 
epithelial cells and pus cells counted. Vaginal biopsy was performed once 
on each patient. 

The average number of rat-units given was 3,160. At the end of 10 weeks 
all treatment was stopped for six weeks. At the end of this time it was found 
that nine of 13 patients had relapsed, but they were not so bad as before 
treatment. 

Theelin is a powerful substance and its administration is not without 
danger. Atrophic endometrium can be made to show hyperplasia and the 
mammary cancer rate in mice is increased by its administration. 


W. R. Winterton. 


Gynecologie et Obstetrique 


Vol, xxxili, No. 1, January 1936. 


*The value of conservation of the Fallopian tubes and ovaries in the surgical 
treatment of uterine fibroids. Desmarest, Relier. 

The surgical treatment of pruritus vulvae et ani. Cotte. 

*Periodic bleeding during pregnancy. Vignes, Pithon. 

*A case of foetal anasarca and foetal blood dyscrasia alternating with two 
fatal cases of familial jaundice of the newborn. Pchu, Trillat, Noel. 

A study of the peptone content of the maternal and foetal blood, Legrand. 


Vol. xxxiii, No. 2, February 1936. 


*A histological and experimental study of premenstrual mammary hyper- 
plasia, or painful breasts. Cotte, Pallot. 

*The incidence of ectopic decidual reaction, particularly in the ovary, both 
in the pregnant and the non-pregnant state. Wallart. 

The use of endometrial grafts in gynaecology. Cirio, Murray (Part I). 

The treatment of sterility in women. | Holtz. 

Rupture of the vagina during labour. De Sa. 


THE VALUE OF CONSERVATION OF THE FALLOPIAN TUBES AND OVARIES IN THE 

SuRGICAL TREATMENT OF UTERINE FIBROIDS. 

The authors have performed 85 supra-isthmial hysterectomies with con- 
servation of the Fallopian tubes and ovaries, with one death from pulmonary 
thrombosis. In 26 cases regular, though scanty, menses persisted, 20 per 
cent of the patients complained of subsequent menopausal symptoms. The 
authors condemn preservation of the ovaries unless the Fallopian tubes are 
also preserved because of the danger of subsequent cystic change. 
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Preriopic BLEEDING DuRING PREGNANCY. 

The authors noted the occurrence of metrorrhagia, however slight, in 13 
per cent of their cases of pregnancy. The causes ot the bleeding were 
diverse, the commonest being a decidual endometritis, often endocrinal in 
origin. In seven cases out of 85 patients, 11 per cent, the bleeding observed 
a-periodicity similar to that of menstruation. 


A Case oF ForTAL ANASARCA AND ForTaL BLoop Dyscrasia ALTERNATING 

WITH Two Fata CasEs OF FAMILIAL JAUNDICE OF THE NEWBORN. 

The authors describe in detail the following fraternity. The first child 
died at the age of four of acute appendicitis. The second child was normal. 
The third child died on the third day from jaundice. The fourth child, 
which was premature, died on the fourth day from jaundice; this case was 
diagnosed as one of severe familial jaundice of the newborn. 

The fifth child was born macerated at the twenty-eight week and ex- 
hibited a moderate degree of generalized oedema with ascites. The spleen 
was enlarged showing complete disappearance of the Malpighian bodies. All 
the organs showed changes which they describe as erythroblastosis. 

The authors note other references, notably that of Ballantyne, to the 
alternation in one fraternity between diffuse oedema and congenital jaundice. 
While in the treatment of congenital jaundice blood-transfusion is of value, 
the fact that infants manifesting general oedema are stillborn or die within 
a few hours of birth, in their opinion negatives any active treatment of the 
condition. The authors give a bibliography of recent memoirs on familial 
jaundice and foetal erythroblastosis. 


A HIstToLoGicaAL AND EXPERIMENTAL StuDY oF PREMENSTRUAL MAMMARY 

HYPERPLASIA OR PaINFUL BREASTs. 

This paper is accompanied by numerous microphotographs demonstrating 
the action of folliculin upon the normal breast, the increase and dilatation 
of the acini, dilatation of the duct system, appearance of colostrum, They 
demonstrate beyond a doubt that the lesions variously described as chronic 
mastitis, mazoplazia, polycystic or Reclus’s disease of the breast, are due to 
hormonal malfunction, probably over-activity of the anterior lobe of the 
pituitary, secondary to an insufficiency of folliculin. Clinically, the authors 
consider that the symptoms of painful breasts can be relieved by the exhibi- 
tion of folliculin. 


Tue InctpENceE oF Ectopic DerctpuaL REACTION, PARTICULARLY IN THE 

PREGNANT AND THE NON-PREGNANT STATES. 

The author commences with a discussion of the various papers which 
have dealt with the formation of ectopic decidua. He then describes four of 
his own cases. ; 

In the first case he found definite decidual cells in the cortex of the 
ovary in a patient aged 75 years. In the second case he describes decidual 
cells in the cortex of the ovaries of a patient aged 88 years, in whose anterior 
pituitary there was a notable excess of acidophile cells. In the third case, 
a patient aged 56 years, who had died of a mammary carcinoma, there were, 
just beneath the germinal epithelium, definite vegetations of decidual cells. 
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In the fourth case, a patient aged 71 years, who had died of atheroma of 
the aorta, he found definite papillomatous decidual vegetations, similar to 
those noted in the third case, on the surface of the ovary. 

He considers that the four cases manifested certain common features, 
viz the presence of active mammary epithelium, the presence of benign 
uterine tumours and marked enlargement of the cortical zone of the ovaries. 
In explaining the formation of decidual vegetations of this type he considers 
the pituitary to be the primary factor. 

P. Malpas. 


La Gynécologie 


October, 1935. 
*Concerning periodic sterility in women. G. Cotte. 
Investigations on the action of certain hormones on plants. G. Cotte, 
P. Manceau, and Claire Meyer. 
*Three cases of obstinate ano-genital pruritus treated surgically. G. Cotte 
and J. Gate. 
*The treatment of chronic cervicitis by electro-coagulation. G. Cotte and 
N. Boulez. 
~ Diffuse endometriosis of the uterine body. G. Cotte. 
Recurrence in the uterine body of a cervical neoplasm treated with radium 
three years before. G. Cotte and R. Sprecher. 
Report of the meeting of the Belgian Society of Gynaecology and Obstetrics 
in March 1935. 


November, 1935. 
*Toxaemias of pregnancy and nephritis. J. Courtois and R. Lecoq. 
A practical method of humanizing cow’s milk. Everyday use of this milk 
in infant feeding. Deslandes. 
Report of the ninth congress of French-speaking Gynaecologists and 
Obstetricians. 


CONCERNING PERIODIC STERILITY IN WOMEN. 

The author quotes from the work of Knaus and Ogino. Ovulation occurs 
on the fourteenth day before the period. It never occurs before the sixteenth 
or after the twelfth day before the next period. The life of the ovum is 
short; and if it is not fertilized it dies rapidly. Hence coitus practised during 
the 10 days which precede menstruation cannot be followed by fertilization. 
This is known as the pre-menstrual period of infertility. Spermatozoa can 
live a long time in the female genital tract, but cannot fertilize the ovum 
after the third or fourth day. Hence the period of conception lasts from the 
nineteenth day to the eleventh day before the next menstrual period; and 
there is a post-menstrual period of infertility before the nineteenth day. 

The author considers that contraceptives are not without risk to the 
female; and he agrees with R. Schockaert on the dangers of coitus interruptus. 
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He reviews the moral question; and emphasizes the importance of this study 
from that point of view. 

He has noted cases in which pregnancy follows one act of coitus; and it 
has always been in the intra-menstrual period. He shows the difficulty ot 
applying Ogino’s law when the periods are not regular. 

Some of his patients have been successful with this method of contracep- 
tion and others have not. Schumacher reports cases in which pregnancy 
occurred following coitus three, one, and four days before the menstruation. 
Weinstock reported that out of 210 cases of pregnancy following a single 
coitus, the patients having cycles of 26 to 30 days, in nineteen the coitus 
had occurred from the twenty-sixth to the thirtieth day of the period. 

Cotte concludes, therefore, that there are two possible ovulations; the 
spontaneous periodic one, and one which can be provoked, especially by the 
stimulation of coitus. During the post-menstrual period of infertility it is 
very probable that coitus accelerates or produces ovulation; and the author 
quotes a case to illustrate this. He also quotes Weinstock, who states that 
out of 201 cases of pregnancy following a single coitus, the patients having 
cycles of 26 to 30 days, in 35 the coitus had occurred from the first to the 
fifth day of the period. 

He concludes, therefore, that though the Ogino’s law is successful in a 
high percentage of cases yet there is a moderate percentage of failures. 


THREE CASES OF OBSTINATE ANO-GENITAL PRURITUS TREATED SURGICALLY. 

Pruritus ani and pruritus vulvae are most often cured by local or general 
treatment; but there are rare cases in-which surgical intervention is eventually 
necessary. Such surgical intervention may consist of excision of the vulva, 
operations on the pudendal nerves, or on the presacral sympathetic nerves. 
Even bilateral cordotomy has been performed with success by Rolneau. It is 
of interest to see cases in which surgical treatment has been performed and 
the results of such treatment. 

They have recently had three cases of pruritus ani and pruritus vulvae, 
with no known local or general cause, and in which the usual procedures, 
including radio-therapy, have not been successful. In one the vulva was 
excised, and in the other two pre-sacral sympathectomy was performed. 

Case 1. The patient was a single woman aged 69 years. She had com- 
plained of pruritus vulvae for 10 years. She had had various local treatments; 
in particular, a course of high frequency at Paris. There was intense pruritus 
vulvae, with great thickening of the labia majora. Local sedatives were 
given; and auto-haemotherapy and spleno-therapy, the equivalent of 30 grams 
of fresh spleen intra-muscularly. She also had high frequency treatment. 
On account of age, adiposity and the localization of the lesions to the vulva. 
excision of the vulva and bilateral section of the pudendal nerve were per- 
formed. The cure has been complete for the last 18 months. 

Case 2. The patient was a man aged 37 years. He had pruritus ani with 
white thickened skin. Neither albumin nor sugar was found in the urine. 
No local or general cause could be found. The pruritus resisted local treat- 
ment; auto-haemotherapy and radiotherapy gave only slight relief. Pre-sacral 
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sympathectomy was performed with difficulty because of a wide meso- 
sigmoid. The operation was completed by isophenolization of the peri-arterial 
hypogastric plexus. He has been cured for the last 12 months. 

Case 3. The patient was a woman aged 30 years. She had suffered from 
pruritus for seven months. No local or general cause could be seen. The 
labia majora were thick and oedematous. Pre-sacral sympathectomy was 
performed with difficulty because of the meso-sigmoid, and was probably 
not complete. She was completely cured for two months, after which there 
was a Slight return of the symptoms. These were, however, ameliorated by 
a course of auto-haemotherapy. The pruritus when seen later was much 
better but not completely cured. 

In the first case a simple excision of the vulva cured the patient. This 
was not advisable in the second case, and section of the pudendal nerve 
was not performed, because of the extent of the lesion and fear of interference 
with sexual function. In the third case the patient was too young for such 
an operation as excision of the vulva. 

The author has reported two other cases. In one, a man, a complete cure 
was obtained by pre-sacral sympathectomy accompanied by bilateral hypo- 
gastric peri-arterial sympathectomy. In the other, a female aged 70, pre- 
sacral sympathectomy, right peri-arterial hypogastric sympathectomy (only 
possible) did not give a complete cure; and resection of both pudendal nerves 
was performed, and the labia minora removed. The cure is not complete. 

In conclusion, Cotte suggests that in the old female excision of the vulva 
and section of the pudendal nerve is the operation of choice; but in younger 
women and in males pre-sacral sympathectomy and peri-iliac hypogastric 


sympathectomy is indicated. If pelvic lesions are found they should be 
treated. 


TREATMENT OF CHRONIC CERVICITIS BY ELECTRO-COAGULATION. 

For 10 years Cotte has used electro-coagulation for chronic cervicitis and 
for haemorrhoids; he has not amputated a cervix or done Whitehead’s opera- 
tion during this time. The technique varies with each case. In the case of 
exocervicitis with erosion it is simple to coagulate the eroded zone, and to 
apply mercurochrome to the cervix and the vaginal vault. Cotte sees the 
cases again in three or four weeks. If parametritis is present, the case is 
treated with tampons. If vaginitis is present, devegan-Bayer is used. He 
does not like the bipolar method; so in cases of endocervicitis he uses an 
intra-cervical speculum, and then sparks the whole interior of the cervix, 
thus destroying the ovuli Nabothii. 

In the mild cases one application of the treatment usually cures; while in 
more severe cases two or three treatments are necessary. The cervix appears 
normal, leucorrhoea and pain disappear, and the parametritis goes, together 
with all of the functional results. 

If cervicitis occurs with tubal trouble, he treats the latter first. On the 
other hand, if there is lumbar pain or menstrual trouble, he treats the 
cervicitis first. 

He reports 36 cases, all of which were cured. Seven of the patients have 
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since been pregnant, some twice. Two cases required complete odphorectomy. 
Although this method claims no better results than other procedures of 
diathermy-coagulation, it has the advantage of simplicity, safety and high 
efficiency. 


TOXAEMIAS OF PREGNANCY AND NEPHRITIS. 

The authors first describe the gravid state or physiology of pregnancy, 
stressing the following points. In the first few weeks, from the area of 
developing chorionic villi hormones and syncitial emboli are produced, which 
cause profound changes in the cardio-vascular and respiratory systems, 
resulting mainly in an increased venous return, an increased blood-volume and 
an increased cardiac volume. For this reason the danger of cardiac and 
pulmonary lesions is increased in the pregnant woman. 

The basal metabolism is increased. More than 200 grams of nitrogen are 
retained, and also important reserves of water. The total albumins of the 
blood are lessened, with a relative increase of the globulins and fibrinogens, 
resulting probably in the lessening of coagulation time. The non-protein 
nitrogen is low. The lipaemia increases, including neutral fat and lecithin; 
the total cholestrol varies little. Disturbances of the sugar-regulating system 
are frequent. A lowered renal threshold is often seen with glycosuria, or a 
true hypoglycaemia, or one produced by para-diabetic or diabetic states. 
The hydraemia of pregnancy is not usually accompanied by hypochloraemia. 

The permeability of the kidney remains normal, while the elimination 
of phenolsulphonephthalein is retarded. The pH of the urine is usually 
between 5.5 and 6.7. The volume of urine is increased. Lactosuria occurs in 
the early days of lactation. Albuminuria occurs in about five per cent of 
cases. The Wassermann reaction is often negative in syphilitics. 

In the region of the placenta and placental site, the reticulo-endothelial 
tissue is present in large amounts. The uterine lymphatics are dilated. After 
delivery, uterine retraction, thrombosis, and later granular tissue seal off 
the maternal venous sinuses. The endocrine system js entirely modified by 
the addition of the hormones of pregnancy. There is a change in balance of 
the vegetative nervous system. 

The author next describes the toxaemias. In these are included all 
exaggerations of, or deviations from, conditions peculiar to the gravid state. 
Characteristic changes are found in the blood, notably hyper-chloraemia or 
hypo-chloraemia. The ratio between the corpuscle chlorides and the plasma 
chlorides is most often increased. The alkaline reserve is low. Hyper- 
coagulability occurs, with a tendency to thrombosis. In certain cases there 
is a tendency to thrombosis, to coma and to infection. Hydramnios, a large 
foetus, death of the foetus, or development of diabetes may occur. Urea is 
little modified. The residual nitrogen may be considerably increased, especi- 
ally the polypeptide fraction. Anaemia is nearly always the rule in toxaemias. 
These functional changes often have very little anatomical counterpart; and 
it is astonishing how little is found in fatal cases. 

Three types of toxaemias are considered. 

1. Hyperemesis. This is a syndrome of denutrition, hypotension, hypo- 
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chloraemia and ketosis. This toxaemia develops in a pathologically nervous 
state. The author lays great stress on the changes in the blood-chlorides, 
accompanied by nervous phenomena, insomnia, excitability, and so on. 

2. Eclampsia. This is a syndrome of plethora, hypertension, hyper- 
chloraemia with acidosis, The author stresses the absorption of toxic products 
by the alimentary canal, hepatic damage, renal damage and placental infarcts. 
The albumin of the blood diminishes; and the fibrinogens and globulins 
increase, with a tendency to thrombosis. Lipaemia is increased. The coagu- 
lation time is short; and there is an alteration in the vascular endothelium; 
the arterioles are often in spasm, and the capillaries tend to rupture early. 

3. Obstetric shock. This is frequently only a manifestation of a toxaemia 
aggravated by a hypoglycaemic phase immediately following delivery. It 
occurs chiefly in plethoric patients, in the obese, in patients with diminished 
nervous resistance, or with deficient hearts, livers, kidneys, pancreas, thy- 
roids, supra-renals, and in patients suffering from fatigue. 

He describes as para-toxaemias polyneuritis of pregnancy, transverse mye- 
litis, chorea gravidarum, tetany, osteomalacia, pernicious anaemia, acute 
yellow atrophy and various lesions of the skin. 

4. Nephritis. This group, sometimes producing the eclamptic syndrome 
but corresponding to definite anatomical lesions, is composed of the following : 
Acute toxic nephritis, acute glomerulo-nephritis, hepato-nephritis, chronic 
glomerulo-nephritis, all due to coliform infection; azotaemic nephritis; simple 
albuminuric nephritis; renal syphilis; and tuberculosis of the kidney. 

In conclusion the author sums us the main points; and shows that toxaemic 
manifestations may be produced by certain types of nephritis, such as 


eclamptic crises by acute toxic nephritis, or the haemorrhagic type of 
eclampsia, or obstetric shock by hypertensive nephritis. 


R. Newton. 


Bruxelles Médical. 
No 11, January 12th, 1936. 


The anatomical and physiological relations of the hypothalamus and 
pituitary gland. G. Roussy and M. Mosinger. 
The influence of pregnancy on the excretory apparatus. M. de Beaufond. 


No. 12, January 17th, 1935. 
The risks of pregnancy in women who have previously had pyelo-nephritis. 
M. Lepoutre. 
No. 13, January 26th, 1936. 
*Anuria in pregnancy. Tonneau, 


No. 14, February 2nd, 1936. 
*Arrhenoblastoma; clinical and pathological features. J. A. Schockaert. 


No. 15, February 7th, 1936. 
*Two cases in which operation was performed after previous radiation for 
fibromyomata uteri. J. Rouffart-Marin. 


349 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Special issue of Briixelles Médical recording the proceedings of the fourteenth 
Medical Congress held from June 29th to July 3rd, 1935: 
Notes on the sexual endocrinology of the Algerian monkey. R. Courrier. 
Biological action of uterine grafts. M. Cheval. 
Clinical results of the use of ovarian grafts. L. Mayer. 
Biological dosage of endocrine preparations. U. G. Bijlsma. 
The centres of innervation of the glands of internal secretion. L. Laruelle. 
— The role of the thymus in growth and genital development. P. 
Lereboullet. : 
The anatomical and physiological relation of the hypothalmus and 
pituitary gland. M. Mosinger. 
Ovarian functions. M. P. Weil. 
Pregnancy and the endocrine glands. L. Brouha. 


GRAVE ANURIA IN THE COURSE OF PREGNANCY, WITH GENERALIZED OEDEMA 

OF THE MOTHER AND THE FOETUs. 

The patient described was a primigravida, aged 20 years, who had been 
treated for albuminuria prior to marriage. At the eighth month of pregnancy 
she developed generalized oedema, headaches, vomiting, and visual disturb- 
ances. The amount of urine secreted gradually diminished for some days 
until ultimately there was almost complete suppression. The foetus died 
in utero. 

The patient showed no response to the ordinary measures for combating 
toxaemia, and, when she rapidly became worse, the cervix was manually 
dilated under spinal anaesthesia, and the child extracted with the forceps. 

The foetus showed generalized oedema and bilateral hydrothorax: the 
placenta was likewise oedematous and weighed 1,330 grammes. 

After the operation continuous intravenous administration of hypertonic 
glucose solution resulted in the kidneys recommencing to function 15 hours 
later. The patient ultimately recovered. 


ARRHENOBLASTOMA; CLINICAL AND PATHOLOGICAL FEATURES. 

The case described is the forty-first in the literature and the first to be 
recorded in Belgium. The patient, aged 26 years, complained of secondary 
amenorrhoea which she had had for seven years. During this time her 
figure and mentality developed masculine characteristics, and the voice, 
growth of hair and breasts showed corresponding changes. The clitoris was 
slightly enlarged. 

She had previously had treatment with various endocrines, including both 
female and male sex hormones, and it was only when examination under 
anaesthesia was carried out that a small hard tumour of the left ovary 
was palpated. This was removed and the patient immediately became more 
feminine; mammary development was apparent within 15 days of the opera- 
tion and menstruation commenced in one month. The voice, however, did 
not return to normal. 

The typical symptoms of this neoplasm are described, and the author 
emphasizes that the histological features are so varied that a diagnosis can 
only be made by a consideration of both the clinical and the pathological 
aspects and the demonstration of the disappearance of masculinity after 
operation. 
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Two groups of clinical signs are apparent: (a) The positively masculine, 
such as the alteration in the voice and the hypertrophy of clitoris, which are 
due to the androsterol secreted by the tumour. (b) The negatively feminine, 
such as amenorrhoea and mammary atrophy, due to deficiency of oestrin. 

The tumours may be confused histologically with accessory suprarenals, 
luteinomata and hypernephromata. Schockaert recognizes the pathological 
grouping of Meyer: (i) Adenoma tubulare testiculaire ovarii: these produce 
no symptoms of virilism. (ii) Tumours resembling a spindle-cell sarcoma and 
having malignant characteristics. (iii) An intermediate group—adenoma 
testiculaire ovarii partim carcinomatosum. 

The case descrbed was one of the third group; the sections showed 
tubular structures in masses of interstitial cells: these latter resembled supra- 
renal cortical cells. The author suggests the possibility that such growths 
arise in aberrant suprarenal tissue. 


Two CASES IN WHICH OPERATION WAS PERFORMED AFTER PREVIOUS RADIATION 

FOR FrsroMyomata UTERI. 

After brief reference to the indications for radiotherapy for uterine fibro- 
myomata, and to complications such as necrosis of the tumour and peritonitis, 
which are seen on rare occasions, two unusual cases are described. 

Case 1. Two courses of deep X-ray therapy were given, and two years 
after the last, the patient developed a haemorrhagic vaginal discharge. 
Hysterectomy showed that the single fibromyoma was:still present, that the 
appendages were bound down by adhesions, and that the uterine mucosa 
showed unusual fibrosis and atrophy. The author considers that the bleeding 
was due to this endometrial change. 

Case 2. Eight years after the application of radium contracture of the 
cervix and vaginal vault was noted, but this was symptomless. However, 
when ten more years had elapsed, further uterine enlargement, oedema of 
the leg and pyrexia were considered indications for hysterectomy. 

After operation the uterine cavity was found to be enlarged and filled 
with pus and blood: there was also a carcinoma in the fundus. The author 
considers that this latter was a growth secondary to bilateral ovarian carcino- 
mata which were also present. 

Blood-transfusions were given to make recovery more rapid, but the 
patient died 22 days after operation; death was possibly due to the reaction 
from the too-premature institution of X-ray therapy. 

Although the pyo-haematometra was probably due to cervical stenosis in 
this case, the author lays emphasis on the atrophy and fibrosis which 
occurred in spite of the fact that the technique of the original treatment with 
radium had been faultless. The possibility of variations in resistance and 
response of normal tissues in different individuals is important. 

T. N. A. Jeffcoate. 
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Zentralblatt fiir Gynakologie. 





No. 4, January 25th, 1936. 

*Urinary fistulae and operations for incontinence. H. Martius. 

*A plastic operation after Martius. A. Strempel. 

The use of the flap method in the repair of vesical fistulae in the vaginal 
vault. A. Mandelstamm. 

Cervico-vesical fistula operated on by the method of O. Kustner with four 
subsequent spontaneous deliveries. A. Strempel. 

Rare forms of disturbances of micturition in the female. H. Friedrich. 

Ascites in nephropathia gravidarum. E. Junghans. 


No 5. 1st February, 1936 

The question of menstruation. P. Caffier. 

Interstitial pregnancy. W. Schmisch. 

Extra-uterine multiple pregnancy. W. Sawitzky. 

Late second deliveries. K. Burger. 

A contribution to the treatment of puerperal pyrexia and the prophylaxis 
.of puerperal sepsis. E. Goldschmidt. 

A contribution to the study of injuries during coitus. L. Milew. 



































No. 6, February 8th, 1936. 
*The treatment of cervical carcinoma with radium after exteriorization of 
the true pelvis. F. Daels. 
*Histological proofs of the results of irradiation of cervical cancer after using 
the method of exteriorization of the true pelvis. G. van Damme. 
Primary mortality with radiological treatment of uterine cancer. H. 
Matousek. 
Primary carcinoma of the portio and later primary carcinoma of the breast. 
R. Cordua. 
*Metastases from a chorion-epithelioma in the brain with a negative hormonal 
reaction. O. Hajek and A. Bareuther. 
Cobra venom as an analgesic in gynaecological carcinoma. 


J. Nekula. 









No. 7, February 15th, 1936. 

A contribution to the question of the action of folliculin upon the 
blood-pressure. E. Steinkamm and W. Giesen. 

The titration of oestrin and gonadotropic hormone in the urine. K. 
Pedersen-Bjergaard. 

The gonadotropic hormone in the urine during pregnancy. M. Ito, 
S. Hajazuu, and F. Ueno. 

*The influence of the urine of pregnant women upon the isolated rabbit’s 
heart. K. Fukushima and H. Kameda. 

The hormonal diagnosis of pregnancy with autoplastic grafts in the anterior 

chamber of the rabbit’s eye. A. Chamorro. 














No. 8, February 22nd, 1936. 

The technique and results of ureteric catheterization in simple urinary 
retention and in pyelitis of pregnancy. P. H. Schumacher. 

The problem of pyelitis of pregnancy. W. Stoeckel. 

The effect of later pregnancies upon renal function. G. Effkemann, 


992 


REVIEW OF CURRENT LITERATURE 


The re-establishment of vesical.continence after damage to the base of the 
bladder and destruction of the urethra. A. Mandelstamm. 


No. 9, February 29th, 1936. 

The technique of tubal sterilization. W. Sigwart. 

*Investigations into the physiology of lactation. K. J. Anselmino and 
Fr. Hoffmann. 

Metabolism during labour. J. Botella-Llusia. 

Axial rotation of the adnexa during pregnancy. C. Weysser. 

Sympatol as a prophylactic against post-operative thrombosis and pulmonary 
embolism. K. Otto. 

The prophylactic injection of the patient’s own blood to lessen post-operative 
pulmonary complications. G. Karpati. 


No. 10, March 7th, 1936. 

The treatment of climacteric haemorrhage with radium. K. J. Anselmino. 

Accompanying and causative diseases of internal adenomyosis uteri, 
especially cases of adenocarcinoma of the uterus and cases of granulosa-cell 
tumour of the ovary with adenomyosis uteri interna. H. Rockstroh. 

*The diagnosis of chorion-epithelioma from the cerebrospinal fluid. F. K. 
Ewald. 

Submucous uterine cysts. V. Dubrauszky. 

Further vouchers for the pathogenic significance of trichomonas vaginalis. 
M. Rodecurt. 

The treatment of leucorrhoea. G. Bakacs. 


URINARY FISTULAE AND OPERATIONS FOR INCONTINENCE. 
Martius gives a short description of the anatomical structure of the 
bladder, with especial regard to the muscle bundles which act as sphincters 


of the urethra at the base of the bladder, the lisso-sphincter and, along the 
urethra, the rhabdo-sphincter. Remembering the positions of these 
sphincteric bands, Martius discusses the essentials in any operation 
undertaken for urinary incontinence associated with a fistula either in the 
urethra or in the base of the bladder. 

He considers that simple closure of the fistulous opening is not enough to 
ensure a_ satisfactory cure, but that, in addition, the edges of the 
lisso-sphincter, or rhabdo-sphincter as the case may be, should be identified 
and sewn together across the sutured opening. Furthermore, when these 
muscle fibres are weak or greatly involved in scar tissue he reinforces his 
support by detaching the bulbo-caverosus tissue from one side and brings this 
to lie in front of the closed opening with, at times, the further support of the 
united edges of the levatores ani muscles. 

The description of his operative procedure is furnished with 14 
semidiagrammatic illustrations of excellent detail. 


A PLASTIC OPERATION AFTER MARTIUS. 

Strempel describes the case of a girl of 18 years who had a congenital 
defect of the urethra with an opening large enough to admit the index finger 
into the bladder and no sphincteric control. 

After a preliminary cystoscopic examination and a course of urinary 
antiseptics, the writer undertook an operation by Martius’s method. An 
incision was made from the urinary opening backwards through the vaginal 
wall for five centimetres; the vestiges of the urethra and base of the bladder 
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were detached by blunt dissection and pushed upwards. The vaginal wall 
was further undermined on both sides, as far forward as the pubic bone on 
the left side. The right ischio-cavernosus muscle was next exposed 
throughout its whole length and detached from its pubic insertion, the cut 
end being drawn through behind the urethra in front of the pubis and then 
stitched to the periosteum of the left pubic ramus. The clitoris was drawn 
across to the left in front of the urethral remnant and fixed with stitches. In 
addition the peri-urethral tissue was drawn across’from side to side and 
narrowed by a series of stitches. At the end of this procedure the urethral 
remnant was found to be closely constricted by the pressure of the mobilized 
muscle. A catheter was not left in the bladder, as distension of the opening 
was not desired. 

Post-operative progress was uninterrupted and the patient left hospital 
26 days after operation. She is now completely dry and needs to pass urine 
only at intervals of two to three hours. The patient is very satisfied with the 
result of her treatment and is now able to go out to work. 


THE TREATMENT OF CERVICAL CARCINOMA WITH RADIUM AFTER EXTERIORIZA- 

TION OF THE TRUE PELVIs. 

Daels reviews the efforts which have been made to give an even dosage of 
radium to all the structures involved when treating a case of carcinoma of the 
cervix. He refers to the complications which followed the insertion of 
numerous tubes of radium into the pelvic cellular tissues, resulting in foci of 
infection, secondary haemorrhage, and fistulae. The isolation of the pelvis 
by shutting it off with a metal plate, or Mikulicz’s tampon, which had to be 
removed through a subsequent abdominal or vaginal incision, did not prove 
satisfactory; for this reason the operative exteriorization of the pelvis was 
evolved. 

The operation essentially consists in making a transverse incision one 
centimetre above Poupart’s ligament through the abdominal wall and 
peritoneum, with ligature and division of the deep epigastric vessels and suture 
of the cut edge of the peritoneum to the skin of the pubis and inguinal region. 
The peritoneum of the posterior pelvic inlet is divided to the pelvic mesocolon 
transversely, and this cut edge is sutured to the peritoneal edge of the upper 
part of the abdominal incision. In this way a new diaphragm is produced, 
shutting off the true pelvis from the rest of the abdominal cavity. Having 
gained access in this way to the pelvis it is possible to apply the radium 
wherever it is needed without any fear of damage to the cellular tissue. 

In the first series of 20 cases treated by this method there was one fatality, 
death occurring two days after the operation with signs of peritoneal infection. 
The advantage of this means of access is that the radium can be deliberately 
inserted wherever desired and a prolonged application of a smaller dose offers 
no difficulty. The case can be subsequently controlled by the removal and 
examination of tissue taken from the site where the radium had been placed. 

At the end of the treatment the wound is allowed to heal spontaneously; 
when the uterus and the Fallopian tubes are a hindrance to rapid healing they 
are removed by section above four clamps without anaesthesia. This does not 
give rise to any discomfort to the patient. By this procedure radiation ove 
a period of from 10 to 18 days has been carried out by the writer with most 
satisfactory results. 
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HISTOLOGICAL PROOFS OF THE RESULTS OF IRRADIATION OF CERVICAL CANCER 
AFTER USING THE METHOD OF EXTERIORIZATION OF THE TRUE PELVIS. 
Van Damme gives a short account of the histological changes undergone 

by the tissues during the course of treatment by radium through an 

exteriorized pelvis. 

For this report he has considered four cases of carcinoma of the cervix, 
two being primary and two recurrent cases. In the first case radiation was 
started on the third day after operation, the case being one with complete 
circular cancerous involvement of the vagina. Radiation was continued for 
five days and then the tubes were removed, the dose during this 
time being 46.8 cmd., and six days later, i.e. 11 days from the beginning of 
treatment, a piece of growth was excised for examination. This specimen 
showed marked vacuolation of the cancer cells and the presence of numerous 
giant cells. On the same day a further dose of radium was introduced and 
left for five days, giving a dosage of 27 mcd. On the sixteenth day, when 
this second dose was removed, the specimen showed marked degeneration of 
the cancer cells with the formation of connective tissue which was very 
vascular. 

In the second case the radium was inserted at the time of operation and in 
all 70 cmd. were given in two five-day applications. Similar changes were 
seen in the first section removed for examination, but by the end of the second 
application no growth could be found for excision. 

The third and fourth cases, which had recurred after previous treatment 
undertaken from below, showed the same rapid progress. 

The writer finds that the most marked changes are found from one week 
to three weeks after radiation, and that after this the tumour is surrounded by 
scar tissue. 

These investigations are now being undertaken to control the changes 
produced by much smaller doses of radium left over a long period in the pelvis. 


METASTASIS FROM A CHORION-EPITHELIOMA IN THE BRAIN WITH A NEGATIVE 

HORMONAL REACTION. 

Hajek and Bareuther refer to the value of hormonal control of cases of 
vesicular mole and chorion-epithelioma by the Aschheim-Zondek method. 

While in normal pregnancy about 50,000 to 30,000 mouse-units of antuitrin 
can be found per litre of urine, in abnormal pregnancy more than 50,000 
mouse-units are found. With 200,000 mouse-units per litre the diagnosis of 
chorion-epithelioma is certain. The hormonal reaction has, therefore, been 
used for the diagnosis of vesicular mole and chorion-epithelioma and also in 
the subsequent after-care of cases which have been watched for metastases. 

While most cases of metastatic growth give a positive hormonal reaction, 
yet there are recorded cases of definite recurrence in which the reaction has 
not been obtained. 

The writers record such a case of negative reaction with a cerebral 
metastasis from a chorion-epithelioma. The patient’s uterus was curetted for 
persistent bleeding after her third delivery when aged 22 years. The 
curettings were thought to consist of placental tissue and were not examined. 
After her operation the uterine symptoms entirely ceased, but she developed 
the symptoms of a cerebral tumour and died three months after the curettage. 
Shortly before death the Aschheim-Zondek reaction was negative. A 
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cerebral tumour, which histologically was a chorion-epithelioma, was found 
post-mortem. There was not any growth in the uterus. 


THE INFLUENCE OF THE URINE OF PREGNANT WOMEN UPON THE ISOLATED 

RasBit’s HEART. 

Fukushima and Kameda have carried out a series of experiments to 
demonstrate the effect of urine of pregnant women upon the isolated rabbit's 
heart. The hearts were obtained from non-pregnant -animals, in a state of 
dioestrus, weighing 1,800 to 2,000 grams. The hearts were transfused with 
standard saline solution and a steady contraction tracing obtained. Urine 
from pregnant women, at different stages of gestation, was added to this 
solution in the strength of four per cent. By this means it was shown that 
there was a steady increase in the height of the curve with increasing duration 
of the pregnancy and, in addition, there was a definite increase in the tone 
of the cardiac muscle. Transfusion with urine from a puerperal patient the 
day after delivery showed a definite rise in the curve without any rise in the 
cardiac tone. Control transfusion with the urine of healthy men showed no 
increase in the reaction but, on the contrary, tended to lower the height of 
the curve. 
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INVESTIGATIONS INTO THE PHYSIOLOGY OF LACTATION. 
Anselmino and Hoffmann have carried out a further research into the 
physiology of lactation with the following conclusions. 

Working with the rat they find that the inhibitory action of the follicular 
hormone is not a direct one, but rather indirect by way of the ovary. If rats 
are castrated after delivery there is no change in the lactation when they are 
injected with large doses of follicular hormone; in whole animals such a dose 
is always followed by an arrest of the mammary secretion. It would appear 
that the injection of follicular hormone leads to an increase in the formation 
of corpus luteum and a further output of lutein, which is probably the 
substance having an inhibitory effect on lactation. The exact factor which 
has this inhibitory effect is not yet determined, but it does not seem to be 
the substance which is concerned with the hypertrophic changes of the uterine 
mucosa. 

The writers suggest that the use of an extract of corpus luteum may be 
considered in the treatment of cases in which lactation is not desired for 
personal reasons or because of the death of the foetus. 





THE DIAGNOSIS OF CHORION-EPITHELIOMA FROM THE CEREBROSPINAL FLUID. 

Ewald gives the clinical history and pathological findings in two fatal cases 
of chorion-epithelioma. The first occurred in a young woman subsequent to 
the evacuation of a vesicular mole and was diagnosed before death by the 
Aschheim-Zondek reaction; the second occurred in a young man in whom 
sarcoma of the testis was diagnosed before death. 

At the autopsy in each case a good specimen of cerebrospinal fluid was 
obtained on opening the skull, and this was injected into infantile 
mice in doses of 2.5 cubic centimetres with positive results in each case. The 
injection of cerebrospinal fluid from a case of eclampsia gave a negative result. 

The writer suggests that the Aschheim-Zondek reaction of the cerebrospinal 
fluid may be of value in doubtful cases of chorion-epithelioma. 

R. H. B. Adamson. 
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Miinchener Medizinsche Wochenschrift. 


8th November 1935. 
*The treatment of septic cases in gynaecology and obstetrics by detoxin. 
A. Rupp. 
Termination of prégnancy; castration and sterilization without legal permit. 
Dr. Schlockermann. 


22nd November 1935. 
Twin birth on an isolated farm in South-West Africa. E. Nagelsbuch. 


24th November 1935. 
*The stimulation of milk production by tyronorman. H. v. Toérne. 
Which groups of people can be sterilized in European States? W. Schmitz. 


13th December 1935. 
*Remarks on the treatment of sepsis by detoxin. K. Rupp. 


: zoth December 1935. 
The treatment of cystitis with targesin. E. Mackh. 
Contracted pelvis. E. Puppel. 


27th December 1935. 
*The treatment of cervical erosions and ulcers. G. Dietzmann. 


roth January 1936. 
*Pessaries. H. Cramer. 


14th February 1936. 
Doctrines and lessons in midwifery and gynaecology. H. Fuchs. 
Congenital amputations. G. B. Gruber. 


21st February 1936. 
*The importance of the menstrual cycle in the onset of labour. F. A. Wahl. 


28th February 1936. 
*New therapy in vomiting of pregnancy. W. Schmidt. 


THE TREATMENT OF SEPTIC CASES IN GYNAECOLOGY AND OBSTETRICS BY 

DETOXIN. 

The author has recently tried the therapeutic effect of detoxin in a series 
of septic cases in his clinic. Detoxin is a protein preparation rich in sulphur 
combined as cystine which has a stimulating effect on the time-cells and 
reaction; 209 cases were treated with satisfactory results by the intravenous 
injection of 10 to 20 cubic centimetres, the total daily dose not exceeding 
60 cubic centimetres. Cases of septic abortion or sepsis following placental 
removal gave a particularly good response, the temperature and _ rigors 
quickly settling and the convalescent period being shortened. Dr. Rupp also 
considers the preparation to have a prophylactic value. It must be noted, 
however, that the fall in temperature, illustrated by charts, does not always 
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coincide with detoxin therapy, but with the use of some other treatment, 
e.g. the incision of an abscess. 


THE STIMULATION OF MILK PRODUCTION BY TYRONORMAN. 

Van Kraul, Wachtel, and Dietel have shown the inhibitory action of 
thyroxin on the establishment of lactation. Kistner, by the use of 
tyronorman, a catechin derivative, has produced the opposite effect, i.e. 
stimulation of lactation. It is given in tablet form, each of the strength of 
10 antithyroid units, standardization having been worked out on guinea-pigs. 
v. Térne has used the preparation clinically in cases with poor mammary 
development, particularly in cases of Caesarean section and in elderly 
primiparae. The flow of milk was established in 36 hours. 


REMARKS ON THE TREATMENT OF SEPSIS BY DETOXIN. 

Dr. K..Rupp comments on the article by Anton Rupp which has been 
abstracted above. He considers that it is necessary to adopt a very critical 
attitude to any new substance introduced to treat sepsis, and that his 

< has not established adequate proof of his statements, particularly 
some o\his cases subsided following the formation and localization of an 
abscess whidh was then incised. 


THE TREATMEMT OF CERVICAL EROSION AND ULCERS. 

After having discussed some of the usual difficulties experienced in the 
diagnosis of Wlcerative cervical lesions, the author describes his method of 
treatment of cronic erosion by radium emanation. The ulcer is first cleaned 
and then cautg¢rized by silver nitrate; when the necrotic surface has separated 
the fresh ulcer is exposed to a preparation called tamporagan radium. The 
radium tamporagan applicators are of two types, one of which contains 
0.I microgram and three of which contain 0.3 microgram. The applicator is 
left in position for about 12 hours overnight and then removed in the 
morning; it is kept in position near the cervix by cotton-wool vaginal 
packing. The ulcer is found to heal easily afterwards in 68 per cent of cases 
of erosion and in 93 per cent of cases of ulcer due to pessaries. 


PESSARIES. 

Professor Cramer has devised a special type of pessary which he has 
found of particular use in cases in which a support is needed for a long period. 
It consists of a ring-shaped piece of porcelain which is incomplete superiorly, 
the ends being swollen into a globular shape. The gap allows the cervix to 
be free from any pessary trauma, and the globular ends ensure that the 
uterus is well supported posteriorly, as they fit high up in the pouch of 
Douglas. 

The author has found this type of pessary very useful when one is needed 
during pregnancy, during the child-bearing period, and in post-climacteric 
cases which are unfit for operation. In the last series of cases it is very good, 
as the atrophic vaginal orifice may make the fitting of a pessary rather painful 
and the porcelain pessary can be left in situ for long periods without harm. 
It does not cause a discharge and is free from trauma. 
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THE IMPORTANCE OF THE MENSTRUAL CYCLE IN THE ONSET OF LABOUR. 

Dr. Wahl has investigated the histories of 5,000 patients delivered at 
Dr. Naujoks’s clinic to assess the percentage accuracy of the calculation of 
birth-date from the last normal period assuming that 280 days is the accepted 
figure, and has also tried to correlate the time of onset of labour with the 
type of menstrual cycle of the patient. 

He found that 81 per cent of his patients had a 28-day cycle and that 
1g per cent had a shorter or longer one. In the former group of cases 
65 per cent were delivered later than the calculated date. In the latter if 
the menstrual cycle was longer than 28 days, 75 per cent to 89 per cent were 
delivered later than the expected date; but if the cycle was shorter than 
28 days, no less than 78 per cent to 88 per cent were delivered before the 
calculated time. 


NEw THERAPY IN THE VOMITING OF PREGNANCY. 

The author briefly summarizes the routine and accepted methods of 
treatment of hyperemesis. In cases which do not respond he has recently 
been trying the therapeutic effect of a preparation containing vitamin C 
called cantan made by the Bayer firm. It is given intramuscularly and is 
considered by the author to help luteal function. One ampoule is given on 
alternate days, and the author has had several striking results. As the taking 
of fruit rich in vitamin C, e.g. apples and lemons, has no effect, Dr. Schmidt 
feels that some change in the alimentary canal renders parenteral therapy 
useless. 

He is now trying the effect of the substance in cases of habitual abortion. 

R. K. Bowes. 


Annali di Obstetrica e Ginecologia. 
Vol. i (58th year), No. xiv, January 1936. 


*The relation between the hypophyseal and mammary glands. The effects 
of removal of the pituitary body on lactation in guinea-pigs. 
Macchiarulo. ~ 

Colloidal variation of maternal and foetal plasma tested by Boyland-Natal’s 
method. Romaniello. 

*Points in female sexual endocrinology: amenorrhoea and hormone therapy. 
Matteace. 

*The behaviour of experimental endometrioma in relation to pregnancy. 
Piccone. 

*A study of non-pregnant ovarian abdominal haemorrhages. Salvini. 


THE RELATION BETWEEN THE HypopHySEAL AND MAMMARY GLANDS. THE 
EFFECT OF THE REMOVAL OF THE PITUITARY Bopy oN LACTATION IN 
GUINEA-PIGS. 

After Halban showed that the chorionic ectoderma of the placenta 
influenced the anatomical and functional state of the breasts in pregnancy, 
the endocrine factor was almost exclusively regarded as the stimulus to the 
secretion of milk. 

Macchiarulo rapidly reviews investigations since 1906 undertaken by 
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Starling, Lane Clayton, and very many others. Experimental injections 
were made with placental, ovarian, uterine and foetal extracts, yielding 
variable results. 

Parkes first showed that alkaline extracts of the anterior hypophyseal 
lobe induced luteinization of Graafian follicles, hindered repression of pre- 
existing follicles, and produced hypertrophy of and secretion in the mammary 
glands. He attributed the results entirely to the persistence of the corpus 
luteum, but subsequent research has been directed chiefly to direct correlation 
between the hypophysis and the mammae. From these recent experiments it 
was deduced that the anterior lobe of the hypophysis secreted a substance 
stimulating mammary function. Chief confirmation of the existence of this 
substance was the consequence of hypophysectomy in animals which were 
suckling their young. Allan and Neill first showed that ablation of the 
hypophysis always immediately stopped lactation. 

Riddle, Bates and others, by neutralization of an extract of the pre- 
hypophyseal lobe obtained a protein substance prolactin, not ultra-filtrable 
like other hypophyseal hormones, and, unlike these, thermostable and 
destroyed by digestive ferments, so that it cannot be orally administered. 
Injected into adult guinea-pigs, it stimulates lactation after four days even 
in male adult castrated guinea-pigs previously sensitized by folliculin. The 
action of prolactin is of short duration. It is supposed that progressive 
formation of anti-hormones in the system gradually reduces the specific effect 
of prolactin. 

Machhiarullo describes and illustrates his own experiments undertaken to 
show the anatomical changes in the secreting mammary gland after 
hypophysectomy. 

He used guinea-pigs, as the total ablation of the hypophysis is easy in 
these animals. The technique has been described by him in two previous 
articles. The experiments were made in four series, and the animals killed 
in, one, three, six, and nine days after ablation of the gland. 

His results confirm the inhibitory action of hypophysectomy on lacto- 
genesis. The arrest of the.secretion of milk seen almost immediately after 
operation showed the direct intercurrent connexion between the pituitary 
body and the mammary glands. It was also confirmed that this bond was 
furnished by means of a special hormone stimulating mammary secretion— 
the so-called prolactin. 

He was led to believe from the induced state of atrophy in the breasts 
that even non-functioning mammary glands could be made to function 
under prehypophyseal influence. He also thinks that this gland exerts 
a trophic influence on the breasts as well as on general organic development. 
It must be admitted that a trophic influence also comes from the uterus 
and ovaries, because of the modifications in these organs which accompany 
the mammary changes. . 


FEMALE SEXUAL ENDOCRINOLOGY: AMENORRHOEA AND HORMONE THERAPY. 
Matteace refers to experimental hormone therapy in animals (Zuckermann, 
Parkes and others), and to the clinical experiences of Kaufmann, Odescalchi 
and Vazza in treating ojphorectomized patients or those suffering from long 
amenorrhoea. 
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Odescalchi pointed out that the essential element in success was the 
administration of large doses, and prehypophyeal hormones should accom- 
pany folliculin and progestin. 

Vozza records success in all the seven cases he treated for amenorrhoea, 
but prudently adds that he may have been fortunate in his selection of cases. 

Matteace describes eight cases treated in his own out-patient department 
with intensive hormone therapy. He judged that cases of recent or partial 
amenorrhoea could be successfully cured by other means, therefore he chose 
only cases of long-standing and refractory to other treatment. The patients 
varied in type, age, and social condition. Some were single, others married, 
with, or without, children. 

Treatment was begun by injections of prehypophyseal hormone, some- 
times accompanied by the oral administration of an extract of the thyroid 
gland. Injections of folliculin and finally injections of progestin followed. 

In no case could he claim complete success. In cases in which menstrua- 
tion occurred it was temporary and passive in character. In three cases 
the patients became sleepy or were tormented by a desire to sleep under the 
influence of initial injections of pre-hypophyseal hormone (prolan). In one 
case after injections of folliculin, the patient had long rigors and febrile 
attacks. Sometimes signs of intolerance to hormones were followed by 
improvement. In most cases general and functional improvement did occur. 

He concludes that he is not enthusiastic over the therapeutic efficacy 
of intensive hormone administration. Failure may be attributed to two 
causes. (1) The imperfect biological nature of the extracts of the hormones 
which may be wanting in stimulating effect. Recent research has shown 
that there is a difference between (a) the pre-hypophyseal hormone obtained 
directly from the gland and that indirectly obtained from serum or urine; 
(b) folliculin from Graafian follicles and that from anthracite; (c) progestin 
from the corpus luteum and the synthetic preparation. (2) The complex of 
inter-glandular relations is not yet fully understood, nor is the hormonic 
equilibrium which is the basis of the organic individual asset perfectly 
obtained. If intensive hormone therapy cannot yet completely cure 
amenorrhoea, it is of value in restoring some functional harmony, and 
further investigation may more successfully guide its administration. 


THe BEHAVIOUR OF EXPERIMENTAL ENDOMETRIOMA IN RELATION TO 

PREGNANCY. 

Endometriomata have been defined as cystic formations, usually small 
with haemorrhagic pigmentation and haemorrhagic content, most frequently 
found on the lateral or inferior walls of the ovary, but also occurring in the 
pelvic peritoneum, in the uterine walls, in the round ligaments, and some- 
times in the inguinal canals. In structure, their cystic membranous walls are 
histologically similar to the uterine mucosa. 

According to Sampson’s hypothesis they originate from cells of the 
uterine mucosa which pass through the Fallopian tubes. Hence their most 
frequent site on the ovarian margins or walls. 

Piccone has carried out two series of experiments with the aim of 
explaining their metastases at a distance from the genital tract, e.g. in the 
lungs, and also to discover how pregnancy affects their structure. 
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(1) In one group of 12 guinea-pigs he injected dust of uterine tissue into 
the peritoneum, (2) In another group of 12 he transplanted fragments of 
uterine mucosa into the uterine cornu. Two months later, when presum- 
ably the endometriomata had developed and were even advanced in develop- 
ment, the guinea-pigs were mated and then killed at different periods of 
pregnancy, 

He found that, in the first group, formations in the lungs were scarce, 
but had all the characteristics of endometrioma. No change due to preg- 
nancy could be detected either in the scanty stroma or in the epithelium. 

In the second group pregnancy had affected the endometrioma formed 
in two ways, (a) the connective tissue elements of the mucosa were less 
numerous but (b) the epithelium was denser, resembling the epithelium of 
the cervix. 

He concludes that this epithelium which has all the characteristics of the 
uterine epithelium and which participates indirectly in the gravid condition 
without relation to the ovum, may be under the same influence. 


EXTRA-GRAVID OvARIAN ABDOMINAL HAEMORRHAGES. 


Abdominal haemorrhages, not connected with or due to pregnancy, may 
be classified according to origin from the uterus, Fallopian tubes, or ovaries, 
the last being the most frequent. 

Salvini describes a case he has recently attended of serious abdominal 
haemorrhage through rupture of a cystic corpus luteum. 

The patient was a married nullipara, aged 19 years. She was admitted 
to hospital as an urgent case of peritoneal haemorrhage from rupture of an 
ectopic gestation. Laparotomy was immediately performed. The peritoneal 
cavity was found full of fluid and coagulated blood. The uterine body and 
the left adnexa were normal and free from adhesions. The right ovary 
was increased in volume, irregular in form with a small tear on the posterior 
surface from which blood was issuing. The right ovary and right Fallopian 
tube were removed. The latter was normal in length and consistence, with 
a pervious lumen, On pressure, drops of blood oozed from its opening. 
There were several small cysts on the ovarian surface and the laceration 
communicated with a cystic thin-walled cavity containing fibrin and clotted 
blood. Macroscopically, no ovular tissue could be demonstrated, and this 
was further excluded by histological examination. An accurate examination 
of sections enabled an exact diagnosis to be made—abdominal haemorrhage 
due to the rupture of a cystic corpus luteum. 

Salvini discusses the aetiology, diagnosis and treatment of nongravid 
ovarian haemorrhage. In cases in which ectopic gestation is ruled out, the 
symptoms may easily be confused with those of acute appendicitis. This 
may sometimes be an associated lesion. Proust noted that in 35 cases on 
which he operated with a diagnosis of acute appendicitis, he found ovarian 
haemorrhage and the bleeding ovary was the left. 

Surgical intervention nearly always cures, if the haemorrhage is not 
so rapid and copious as to cause early death. Bockor records a case in 
which this occurred, but in general the prognosis was good. 

The circumstances of the case determine whether treatment should be 
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conservative, excision and suture of the bleeding area, or whether the ovary 
should be removed; if left in situ a sudden and dangerous recurrence of the 
haemorrhage may take place. 

J. H. Filshill. 


Revista de Gynecologia e d’Obstetricia. 


Vol. i, January 1936. 


Carcinoma of the cervix and its operability. Godoy. 
- Benign mammary tumours. Aesthetic enucleation. Motta. 
*Typhoid infection from a gynaecological point of view. Recto-vaginal fistula 
after typhoid fever. Machado. 
~ *Circumvallate placenta. Horta. 
Cardiac lesions and pregnancy. (Answer to Torres, Ramos, and Guimaraes.) 
Machado. 


TYPHOID INFECTION FROM A GYNAECOLOGICAL POINT OF VIEW. RECTO-VAGINAL 

FISTULA AFTER TYPHOID FEVER. 

Machado considers the effects of typhoid fever on the female genital organs 
during and after the attack, and the various ways in which infection can 
originate. (1) General diminution of bodily resistance may cause germs 
previously inoffensive to become virulent. (2) The microbial toxins of typhoid 
fever may act on the genital system. (3) Eberth’s bacillus may act directly 
along with other pyogenic organisms such as staphylococci, streptococci, and 
bacillus coli, producing odphoritis and endometritis, as in other infectious 
diseases. Some hold that suppuration is first provoked by the usual pyogenic 
organisms and that bacillus Eberthii appears secondarily. (4) Bacillus 
Eberthii may act alone. Koch reports a case of salpingitis occurring 12 years 
after typhoid fever in which this bacillus was the sole microbe isolated. The 
genital organs are reached either through direct ascent from the vulva and 
vagina, by the blood-stream, or by the lymphatic vessels; especially the last 
named in cases in which there are intestinal adhesions to the genital organs. 
Direct transmission may also happen through perforation and fistulae. 

Menstrual irregularities are often noted during the course of the disease, 
and amenorrhoea commonly follows. 

The infection of pre-existing ovarian cysts is a remarkable example of the 
typhoid influence. Ovarian tissue is susceptible to toxins and the bacillus 
Eberthii circulating in the blood appears to select ovarian cysts as a 
favourable site for developing. Suppuration, often unilateral, may rapidly 
reach great dimensions, and the diagnosis may be difficult according to the 
stage of the fever. The symptoms may be mistaken for those of intestinal 
perforation, for acute appendicitis, or for torsion of the pedicle of an ovarian 
cyst. If the symptoms arise after convalescence, the nature of the infection 
may pass unnoticed. 

Machado describes lesions due to typhoid fever occurring in the uterus, 
Fallopian tubes, vagina, and vulva, and relates a case of recto-vaginal fistula 
which he recently treated in a child of 11 years. Discharged from hospital as 


563 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


cured, she was sent back three days later, when it was discovered that she had 
an ulcerated perforation of the rectum and a fistula passing from this into the 
vagina. Generally, these ulcerations result from, infection of lymphatic 
follicles, and are frequent in the terminal part of the ileum, rarely in the 
colon, and very rarely in the rectum. 


CIRCUMVALLATE PLACENTA. 

Horta discusses the different origins of marginate and circumvallate 
placenta, complete or incomplete, and the varying views as to the clinical 
significance of the latter. Some authors, like Williams, attach no clinical 
importance to a circumvallate placenta. Others, e.g. Heiff, Seitz, and 
Sfameni, cite abortion, premature parturition, early detachment of normally 
inserted placentae, and retention of the membranes as possible consequences 
of this anomaly. 

Horta describes four cases he has seen, none of which were exactly normal. 
In the first delivery took place at term. There were hydramnios, a diminution 
in the weight of the child, an increase in the weight of the placenta, which 
was circumvallate with a complete fibrous ring. 

In the other three cases delivery was premature; the children were born 
dead or died of asphyxia an hour after birth. In two cases syphilis was 
evidently associated with a complete circumvallate placenta. In one case in 
which labour was premature, there was no apparent cause for the early onset 
of labour or for the death of the foetus, save the existence of a circumvallate 
placenta. 

J. H. Filshill. 


Acta Obstetricia e Gynecologica Scandinavica. 


Vol. xv, Fasc. 4. 
“The site of production of sexual hormone in the human female in the light 
of the hormonal analysis of ovariprive pregnancy states. Erik Guldberg. 
Cephalhaematoma in the newborn. Alf. Sjévall. 
Haematoma of the rectus abdominis muscle in women. A. Lenner. 
A case of vaginal botryoid, sarcoma in a child. Erik Bergstriém. 


THE SITE oF PRopuctTion oF SEXUAL HORMONE IN THE HuMAN FEMALE. 

Guldberg points out that the theory of Halban put forward in 1905 is 
probably correct, namely that the placenta is the seat of hormonal produc- 
tion during pregnancy. 

The number of recorded cases in which bilateral ojphorectomy has been 
performed early in pregnancy without resultant abortion goes far to show 
that the ovary plays a subordinate part at this time; the continuation of 
the signs of pregnancy in the absence of the embryo, as in vesicular mole, 
points to the insignificant part the embryo plays as a producer of hormones. 
Waldstein in 1929, and Probstner in 1931, showed that folliculin and gonado- 
tropic hormones are produced in the placenta. 


564 





REVIEW OF CURRENT LITERATURE 


The author has undertaken investigations which resulted in the conclu- 
sion that folliculin, the hormone of the corpus luteum, and the gonadotropic 
hormones are produced in the placenta. There is a definite biological dif- 
ference between the follicle-maturing hormone secreted during pregnancy 
and in the castrated condition, shown by a difference in the developed 
follicles. 

The increased secretion of follicle-maturing hormone in castrated animals 
is due to the loss of subordinate sexual hormones, either folliculin or the 
hormone of the corpus luteum, or, perhaps, both. 

R. H. E. Adamson. 


The Japanese Journal of Obstetrics and Gynaecology. 


Vol. xix, No. 1, January 1936. 


A histological study of the peripheral nerve in the human female genital 
organs. Part I. On the peripheral nerve in the uterus of adult Japanese. 
Part II. On the peripheral nerve in the human foetal uterus. Part III. 
On the peripheral nerve in the human uterus in reference to the age, 
sexual cycle, pregnancy and parturition. Part IV. The relation between 
myoma. uteri and the peripheral nerve. M. Ozaki. 

The effect of colloidal heavy metals on the growth of transplanted tumours 
and their radiosensitivity. Part 1V. The effect of colloidal bismuth and 
lead on the radiosensitivity. Part V. A histological study of the effect of 
colloidal bismuth and lead on rabbit’s sarcoma and the rabbit’s cardinal 
organs. T. Kikuchi. 

*Two cases showing the symptoms and signs of a slight degree of ileus 
paralyticus during pregnancy. T. W. Yun. 

An anatomical study of the conduction system of the heart in the human 
newborn foetus. K. Matsuda. 


Two Cases SHOWING THE SYMPTOMS AND SIGNS OF A SLIGHT DEGREE OF 

ILEusS PARALYTICUS DURING PREGNANCY. 

The author has recently seen two cases of ileus paralyticus during preg- 
nancy. Both had the classical signs and symptoms and were easily 
diagnosed. They became more constipated than normally during the preg- 
nancy, and at the sixth and seventh months complained of left-sided pain 
in the lower abdomen with fullness, meteorism, nausea, vomiting and head- 
ache. The first patient was treated with adsorbin and magnesia levis, and 
the second was operated upon as this treatment had no effect. 

The author advises that in all such cases one should utilize 
Roentgenological diagnosis, as was done in both these cases; adequate treat- 
ment can then be administered. 

C. D. Read. 
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The Chinese Medical Journal. 


Vol, xlix, No. 10, October 1935. 
*A case of insomnia in pregnancy. Amos Wong. 


Vol. xlix, No. 11, November 1935. 
*The escape of lipiodol into the utero-ovarian venous system in hystero- 
salpingography. Y. Y. Lin and S. H. Tsou. 


INSOMNIA IN PREGNANCY. 

A case is described of a woman who suffered from insomnia during her 
second pregnancy, never getting more than two hours sleep a night. She 
had had trouble during the second half of her first pregnancy. In spite of 
this she seemed to be well until six weeks from term, when she became 
very weak and lost her appetite. Drugs failed to have any effect. Labour 
began five days before the expected date, and the patient was delivered of a 
baby weighing eight pounds. The first night post-partum she slept for 
three hours, and the following night for five hours. 


Tue Escape oF LipPIopoL INTO THE UTERO-OvARIAN VENOUS SYSTEM IN 

HyYSTERO-SALPINGOGRAPHY. 

Seven cases are described. In five pulmonary symptoms came on a short 
time afterwards, but in none was there any sign of lipiodol in the lungs in 
X-ray films, probably because the oil was too small in amount to cast 
shadows, and was evenly spread over the lungs. Haemoptysis occurred in 
two cases. For this to occur there must have been some pre-existing 
congestion, and this was shown to be the case in these two patients. 

The escape of the lipiodol into the venous system may be due to some 
dissolution of the continuity of the endometrium, or to excessive pressure 
in injecting the oil, or abnormal permeability of the endometrium. The 
safest time for the injection of lipiodol is seven to 10 days after menstruation 
when the endometrium is in the resting phase. The veins of the right side 
are affected to a greater extent than the left. 

W. R. Winterton. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


APRIL 1935. 
The Society met at the University, Manchester, on Friday, April 12th, 
1935. 
The PresipENT, Mr. A. GouGH (Leeds) was in the chair. 
Dr. E. A. GERRARD (Manchester) read a paper on 


THE VASCULAR CHANGES IN THE INVOLUTING UTERUS OF THE RABBIT.* 


Discussion. 

Dr. K. V. Battey (Manchester) asked whether there was any evidence 
to show where the elastic tissue originated. 

Mr. T. N. A. JEFFcoATE (Liverpool) said that it was interesting to note 
the amounts of elastic tissue which were described to be present in super- 
involution and in subinvolution, and asked how Dr. Gerrard had estimated 
this. He doubted whether there was actually any change in the elastic 
tissue, and thought that the amount remained constant. 

Mr. M. DatNnow (Liverpool) referred to the normal changes which occur 
in the rabbit’s uterus with the advent of pregnancy, and divided them into 
those which had a constitutional stimulant, such as oestrin and progestin, 
and those which were purely of a local nature. He thought that involution 
was a process of degeneration and absorption. There was a sudden collapse 
of the whole uterus with interference of its blood-supply which led to 
degeneration of the tissues of the uterine wall. He had never seen fatty 
degeneration during involution. He felt that Goodall’s statements should 
be reviewed in the light of modern knowledge of hormones. 

In reply, Dr. GERRARD stated that he thought that the elastic tissue 
was derived from connective tissue cells, and examination of the slides 
left no doubt about there being differences in the amount of elastic tissue 
in superinvolution and in subinvolution. 


Dr. E. A. GERRARD (Manchester) described 
A CASE OF PLACENTA PRAEVIA COMPLICATED BY ADHERENT MENINGOCELE. 


The patient was a primipara, aged 30 years, who was admitted to St. 
Mary’s Hospital suffering from ante-partum haemorrhage. The pregnancy 





* This paper was published in the Journal of Obstetrics and Gynaecclogy 
of the British Empire, 1935, xlii, p. 1049. 
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was of 7% months’ duration, and she had been bleeding slightly for a 
week. The patient had no symptoms or signs of toxaemia, the uterus cor- 
responded to the period of amenorrhoea, and the presentation was vertex. 

On vaginal examination the os was found to be dilated to four fingers, 
and a marginal placenta praevia could be felt. The rational treatment 
seemed to be to rupture the membranes, which appeared to be bulging. 
This was effected after some difficulty, and one was somewhat surprised 
that there was no rush of liquor amnii. On exploring with the finger, 
however, one found that the fingers were really inside the foetal skull, the 
vertex of which was deficient, a diagnosis of meningocele being made. An 
anaesthetic was given and version performed. The foetus was delivered 
by the natural forces as a breech four hours later; the placenta and mem- 
branes were firmly adherent to the head. 

Dr. GERRARD illustrated this case. 

The PRESIDENT thought that amniotic adhesions could be put down as 
a possible aetiological factor of the abnormality. 


Dr. C. P. BRENTNALL (Manchester) described 


AN X-RAY OF OBLIQUE CONTRACTED PELVIS. 


Dr. Brentnall said that the primary condition was an extreme degree 
of scoliosis of the lumbar spine due to an accessory half vertebra on the 
right side. In addition to the scoliosis there was a rotation of the vertebrac 
around their vertical axis. Associated with this deformity of the lumbar 
spine there was a contraction of the oblique diameter of the pelvic brim. 

Dr. Brentnall pointed out that such a spinal deformity was of more 
frequent occurrence in the dorsal than in the lumbar region of the vertebral 
column. The deformity caused no symptoms before or during pregnancy, 
and the pelvic contraction did not obstruct labour in any way. Dr. 
Brentnall thought that the pelvic deformity was congenital and associated 
with a spinal deformity. 

Dr. C. H. Watsu (Liverpool) thought that this was a very interesting 
X-ray, and congratulated Dr. Brentnall on having the temerity of allowing 
a patient to deliver herself. He felt that Caesarean section should have been 
performed. 

Mr. M. Datnow (Liverpool) said that he had seen several cases of 
oblique pelvis, but had not encountered any difficulties in the labours. In 
his cases they all terminated normally. In most cases the pelves could 
really be described as tilted rather than obliquely contracted, in fact there 
often was a wide inlet with coxalgic and scoliotic pelves. 

Dr. NEwton (Manchester) agreed with Mr. Datnow, and said that he 
had never performed Caesarean section for this type of pelvis. All his 
patients delivered themselves. 


Dr. K. V. BatLey (Manchester) showed three specimens. 


(a) UTERUS WITH RUDIMENTARY HORN AND FIBROIDS. 


Mrs. B., aged 44 years, was a nullipara. She was seen on January 16th, 
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1935. She had been married six months. The last menstrual period began 
on July 15th, 1934. She had had amenorrhoea from July 15th to October 
15th. She had not previously had menorrhagia. The bleeding lasted till the 
middle of November. Normal menstruation followed in December, followed 
by more bleeding at the time of consultation. She had a tuberculous abscess 
on the left thigh. On abdominal examination a deep mass reaching halfway 
to the umbilicus could be felt. On vaginal examination the uterus was 
found to be considerably enlarged, its mobility was limited, and the cervix 
was small. 

Patholoigcal findings. Uterus and appendages removed by panhysterec- 
tomy. The main body of the uterus is observed acutely laterally flexed to 
the right side, and from its fundus springs a pedunculated subperitoneal 
bilobular fibroid measuring 4% inches by 3% inches. The rudimentary horn 
emanates from the left aspect of the main body of the uterus above the 
level of the internal os, and at operation the length of this horn was fully 
4% inches. (Shrinkage due to removal and fixation has reduced the length 
to 234 inches). From the terminal aspect of the rudimentary horn a sub. 
peritoneal pedunculated fibroid has grown, this tumour is very similar in 
size and shape to the one on its opposite side, and measures 434 inches by 
3% inches in the preserved state. Both these fibroids were much larger at 
operation, during which the fibroid attached to the rudimentary horn 
occupied a position under the left crus of the diaphragm. The Fallopian 
tubes are normal in length and appearance, and the isthmic portion can be 
seen to emanate from the two widely separated cornua in conjunction of 
the uterine ends of the round ligaments. Both ovaries are large, and the 
right one contains a recent corpus luteum. 


(b) GRANULOSA-CELLED TUMOUR OF THE OVARY. 


Mrs. S., aged 62 years, reached the menopause 12 years ago. She was 
seen on the 21st March, 1935. She used to menstruate regularly, with 
dysmenorrhoea, and had had an intermittent vaginal discharge. During 
the last 18 months she had felt dizzy. She had frequency of micturition, 
and complained of a dull ache in the supra-pubic region. She had had 
bronchitis and asthma. The bowels were acting normally. The abdomen 
was obese. Pelvic examination showed a small cervix with polypi; the 
uterus was bulky and retroverted. 

A case of granulosa-cell tumour was described by Dr. Herd, of Liverpool, 
in January 1931. Three specimens were shown by Professor D. Dougal in 
1932; Professor Dougal’s specimens did not contain any egg cell. 

Pathological findings. The specimen was removed by supravaginal 
hysterectomy with appendages. The uterus is small, thin-walled, and con- 
tains a few small fibroids. The endometrium was removed by curettage 
prior to laparotomy. The left ovary is normal in size and contains a 
follicular cyst. Both Fallopian tubes are normal. The right ovary is 
grossly enlarged, being 234 inches in its transverse diameter, by 2!% inches 
in its antero-inferior span. It is diffusely hard except at its infero-mesial 
aspect where it contains a follicular cyst. The greater part of the surface is 
irregularly nodular and white, but on its postero-superior aspect ramifying 
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vessels can be seen in a diffusely haemorrhagic zone. The tumour cut with 
a typical gritty sensation, which was enhanced by the presence of areas of 
calcification in its substance. 

The section shows a diffuse fibrocellular stroma and a well-marked hyalin 
degeneration and calcification. Irregularly placed and rounded masses of 
cells of the columnar type with ill-defined cell walls and centrally placed 
nuclei are present. In some of these a central vacuolated cell containing 
a discrete protoplasmic area can be seen. Certain of these cell-islands appear 
to encircle two vacuolated central cells containing nuclei and nucleoli. In 
other areas there are numerous follicles with central protoplasm and a 
well-marked theca interna which appears to be in a proliferative state. 


(c) ADENOCARCINOMA OF THE CERVIX. 


Mrs. B. was 4o years of age. She menstruates normally every 28 days 
for two or three days. This patient was seen on March 22nd, 1935. She 
complained of some irregularity of menstruation commencing about 14 weeks 
ago, and of a creamy vaginal discharge. Iodex pessaries were given by Dr. 
J. K. Thomas. Micturition was normal, and the bowels were acting 
nomally. She said she felt quite well. Extended panhysterectomy was 
performed. 

Pathological findings. The uterus is normal in size and contains a fundal 
fibroid the size of a walnut. Both ovaries are normal. The cervix is 
grossly enlarged by the growth, and at removal the most striking feature 
was the self-contained nature of the growth. The portio was uniiormly 
enlarged in a bulbous fashion and presented a relatively firm surface on 
which numerous vessels ramified. There was no ulceration or surface 
necrosis, a fact which undoubtedly accounted in a certain degree for the lack 
of the typical symptoms associated with epitheliomata. 

Macroscopical appearances. On cutting the cervix after removal, a 
large amount of clear mucoid material oozed from the cut surface, which 
now presents, when viewed through a hand lens, a honeycombed appearance, 
due to the presence of gland spaces dilated with mucus. On section the 
growth, appearing as a diffuse yellowish mass, appears to be connected with 
the cervical canal, only in the region of the junction with the portio and 
thence spreads upward and outwards, chiefly in the anterior lip of the 
cervix and away from the cervical canal. 

Microscopical appearances. Histologically a mass of irregularly pro- 
liferating glands lined by basal nucleated high columnar epithelium identical 
with that observed in the cervical epithelium is seen. Irregular cell division 
can be seen, the glands lie in a fibrocellular stroma which is heavily infil- 
trated by mixed round cells and polymorphonuclear leucocytes. Irregular 
areas of haemorrhage also occur. Large areas of the glands exhibit gross 
distension by mucoid secretion. There is no evidence of squamous--cell 
carcinoma. The surface of the growth is fibrocellular, indicating that the 
squamous lining of the portio has been desquamated. The structure of the 
growth itself shows little or no tendency to necrosis. 

The PREsIDENT, Mr. T. N. A. JEFFcoaTE (Liverpool), and Dr. E. A. 
GERRARD (Manchester) discussed these specimens. 


570 





REPORTS OF SOCIETIES 


MAY 1935. 


The Society met at Newcastle-upon-Tyne on Friday, May 17th, 1935, 
with the President, Mr. A. GouGH, in the chair. 


Mr. Harvey Evers and Mr. JoHN GitMour (Newcastle) described a 
case of 


HEREDITARY DySCHONDROPLASIA WITH CONTRACTED PEtvis NECESSITATING 
: CAESAREAN SECTION. 


The patient, I.H., was aged 34 years, and pregnant for the third time. 
The case was one of hereditary dyschondroplasia with characteristic pelvic 
deformities. When first seen her third pregnancy was at term; her two 
previous deliveries had been very difficult instrumental ones, but resulted 
in the birth of living babies. 

The external pelvic measurements were, interspinous 25 cm., intercristal 
27 cm., external conjugate 17 cm., posterior interpsinous 7.5 cm.; the 
measurements of the outlet were, antero-posterior four inches, transverse 
41% inches; the internal measurements were, diagonal conjugate 334 inches, 
the transverse diameter of the brim appeared to be large and the cavity of 
the pelvis was comparatively normal. On abdominal examination the foetus 
was lying somewhat obliquely in the second vertex position with the head 
high and over-riding the symphysis pubis. The patient’s height was just 
over four feet and characteristic deformities were present. An X-ray .of 
the foetus, taken 24 hours before the case was demonstrated, failed to show 
any of the changes associated with hereditary dyschondroplasia. 

History. The patient stated that her spine was bent at birth but that 
little notice was taken of it. She was, however, treated for rickets in infancy 
and at the age of nine was given a spinal jacket, which she wore for three 
or four years. She stopped growing when she was between 10 and 11 years 
of age. Her limbs were quite straight. Her elder child, a daughter, was 
born when the patient was 21 years of age, and the younger, a son, was born 
when she was 24 years of age. About this time her teeth began to drop 
off at the margin of the gums and she developed symptoms of trouble in the 
right hip. She now had difficulty in going up stairs, she stumbled readily, 
and did not walk much. 

The case was of interest from the obstetrical point of view in that it 
produced pelvic and spinal deformities sufficient to necessitate Caesarean 
section and also in that the condition seen late in life can readily be regarded 
as due to rickets. 

Mr. John Gilmour gave a full explanation of the changes which occurred 
in the bones which develop in cartilage, e.g. spine, epiphyses of long bones 
in the limbs, bones of feet including the metatarsals and phalanges and the 
bones forming the base of the skull. He showed a large series of excellent 
X-ray photographs of the mother and her two children, and indicated the 
similarity of the deformities in all three individuals. 

As the disease was apparently hereditary, the question of the desirability 
of the sterilization of the patient at the time of the Caesarean section was 
discussed. An upper segment Caesarean section was performed on the 
following morning, and sterilization was decided on at the same time. 
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The Presipent asked whether dyschondroplasia was amenable to treat- 
ment. 

Mr. A. M. Crave (Leeds) asked what Mr. Evers’s grounds for not 
terminating the pregnancy in this case were? As regards sterilization, he 
felt that any patient upon whom Caesarean section was performed was 
entitled to be sterilized if she chose. 

Mr. Evers, in reply, said that he did not terminate the pregnancy 
because of doubt as to whether the disease would be transmitted. 

Mr. Gitmour said that there were very little means of checking the effect 
of treatment by calcium and vitamins because the condition was so rare. 
Probably drugs do not effect much when the disease is established. 


Mr. Frank STABLER (Newcastle) described a case of 


OvARIOTOMY AND CAESAREAN SECTION FOR ADENOCARCINOMA WITH 
SUBSEQUENT Natura DELIVERY. 


Mr. Stabler brought this case td the notice of the Society not as an 
example of correct or even orthodox management, but as a clinical curiosity. 

The patient, A.S., was aged 18 years, and booked at the Princess Mary 
Maternity Hospital in the fifth month of her first pregnancy in 1932. She 
earned her living by hawking from a coster’s barrow. She decided not to 
attend the antenatal clinic, and at term in February 1933 she was seen in 
the district of the hospital, after 19 hours of labour, in a state of severely 
obstructed labour. The temperature was g9.8°F:, the pulse-rate 110. The 
foetus was lying in the right sacro-posterior position and the os could not 
be reached, for a tense mass, impacted in the pouch of Douglas, filled the 
pelvis. 

Mr. Stabler saw her in hospital two hours later, made a diagnosis of 
ovarian cyst, and opened the abdomen; he found that the tumour could not 
be disimpacted until Caesarean ‘section had been performed. This he did 
via the upper segment and delivered a healthy child weighing five pounds 
and six ounces. It was then easy to lift up the solid tumour of the left 
Ovary measuring 9 x 6x6 inches, a portion of which Mr. Stabler exhibited. 
The tumour appeared to be well encapsulated and was not adherent to 
surrounding structures. Regarding it as a leiomyoma or a fibroma, he 
removed it and ligated the pedicle. Convalescence was uneventful save for 
a temperature of 101.6°F. and a pulse-rate of 138 on the third day. She 
returned home on the fifteenth day in good condition. 

The pathologist’s report on the growth was that ‘‘this is a medullary 
carcinoma of the ovary in which polygonal cells predominate.’’ 

Mr. Stabler reminded the members that at the time of operation the 
patient’s age was 18 years. He did not receive the pathologist’s report until 
several weeks after operation because he had sent the specimen to the 
museum and had not indicated any urgency. 

He considered the question of bringing her back to hospital for more 
radical removal, and sent the district sister to interview her. Six months 
after operation she was interviewed but decided strongly against further 
interference.. 

Mr. Stabler next saw her at an antenatal clinic in January 1935. She was 
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then six months advanced in her second pregnancy. He insisted that she 
must come into hospital for confinement. She agreed to this, but was next 
heard of in the district in April, with the head crowned and foetal distress 
apparent. She was successfully delivered by forceps and now is well. 

It is two years and three months since operation. She has increased in 
weight and is perfectly well subjectively and to examination. 

Mr. STABLER asked for comments. 

(1) Can it be denied that this was a carcinomatous tumour? 

(2) Granted that this was a carcinomatous tumour, would more radical 
pelvic ablation have been advisable? 

Professor W. GouGu (Leeds) said that the explanation of the case was 
quite simple; the condition was not malignant, it was a granulosa-cell tumour. 
He quoted Professor Schiller, of Vienna, who had recently demonstrated to 
the Gynaecological Visiting Society the benignity of several types of 
ovarian tumour previously considered malignant. He said that his patholo- 
gist almost invariably reported any cervical polypus which he had removed 
during pregnancy as malignant. 

Dr. FarquHar Murray said that he also had been convinced by Professor 
Schiller. What impressed him was that Professor Schiller gave his opinion 
at the time of operation. It was not a question of waiting to see how the 
case progressed and then giving his report. 

Mr. STABLER, in reply, said that his opinion had been that the tumour 
was a granulosa-cell tumour, but the pathologist was emphatic that this was 
not the case. 


Dr. E. FarguHar Murray (Newcastle) read a paper on 


Rapium TREATMENT FOR GYNAECOLOGICAL CONDITIONS IN THE NEWCASTLE 
CENTRE. 


He said that the history of radium treatment in the Gynaecological 
Department dates back to 1920 when it was used sporadically in cases of 
inoperable cancer of the cervix. The dosage was roughly roo milligrams, 
the screenage uncertain, and the duration of the application anything from 
one to three days. Hysterectomy, usually by the vaginal route, was the 
operation of choice. In 1920 46 cases were admitted. Two were treated 
with: radium, 17 by hysterectomy, and in the remainder the uterus was 
merely curetted and disinfected. In 1922 Dr. Farquhar Murray performed 
the radical operation of Wertheim, but was very impressed with the bene- 
ficial results, however temporary, produced by radium. In 1925, of the 74 
cases admitted, 22 had radium, 17 were submitted to Wertheim’s operation, 
three had hysterectomy performed, and 32 were practically untreated. The 
pre-operative use of radium considerably increased the operability rate for 
Wertheim’s operation, but the post-operative application in the very abbre- 
viated vaginal tube seemed less convincing as a practical procedure. In 1926 
all cancer cases seen in the out-patient department were admitted, classified, 
checked by pathological report and unless operated on, given an application 
of radium, and a follow-up was established. In 1930, of the 127 cases 
admitted, 85 were treated with radium, 16 by Wertheim’s operation, two by 
hysterectomy, and 24 were untreated. The two cases labelled hysterectomy 
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were, in fact, incomplete Wertheim’s operations. It was noticed that the 
radium technique at this stage was definitely responsible for the occurrence 
of sloughing and fistulae, and marked peri-rectal cellulitis in a number of 
cases. 

Since 1932 the treatment has been intensified and operative treatment 
has been abandoned. The. radium supply has been increased, and the 
Stockholm technique has been adopted. The work is entirely under the 
control of the officers of the Department, aided by a radium officer. 

The following figures are encouraging, but, of course, are too recent for 
statistical purposes. 

Cancer of the cervix. Group I cases (cervix only involved): 1930, 50 per 
cent alive after four years; 1931, 53 per cent alive after three years; 1932, 
82 per cent alive after two years; 1933, 81 per cent alive after one year. 
Two points are worthy of notice. The results in elderly women over 50 are 
very good, and the treatment of recurrences is rather discouraging. 

Cancer of the body. In the early years under review such cases were 
treated by hysterectomy either by the abdominal or vaginal route. For 
some years past only radium has been used. It is too early to be dogmatic, 
but the general impression formed is favourable to a continuance of its use in 
this condition. Several patients in private practice have lived for three years 
without further trouble, but the ultimate assessment of the value of radium 
in the treatment of cancer of the body can only be made when large numbers 
of cases have been followed for a period of five years. One point of diffi- 
culty would appear to be the decision that the growth is actually corporeal 
and not of high cervical origin. Secondary vaginal growths in the upper 
part of the vagina seem amenable to radium treatment. This would seem 
also to apply to independent primary carcinoma of the vagina, but those 
secondary to a primary vulval growth are most unsatisfactory, and give 
disappointing results from radium treatment. Vulval growths do not seem 
to respond to radium treatment. The general tendency has been to excise 
those which permitted of such treatment, and to coagulate with the 
diathermy those which are definitely inoperable. The relief afforded by 
this latter method, even when the growth involves the edge of the urethra, 
is remarkable. For many years past radium has been used in the treatment 
of intractable menorrhagia due to subinvolution of the uterus in women in 
their forties. Formerly failure to respond to a curetting meant that hysterec- 
tomy was performed. The obvious advantage of curetting followed by an 
application of radium over the major operation is manifest. The disap- 
pointing results obtained by curetting in women over 40 years of age 
suggested the advisability of using radium as a routine procedure. This the 
speaker had done, both in hospital and private practice, for a number of 
years. The contra-indications were the presence of fibroids unless of trifling 
size and of subperitoneal situation, and pelvic inflammation as expressed by 
a history of pelvic pain, or detected by physical examination. The dosage is 
50 milligrams for 24 hours inserted in a tube after thoroughly curetting the 
uterine cavity. If the patient requires radical treatment and is in her 
thirties, then 50 milligrams of radium for 12 hours are used. In three or 
four cases of most intractable metrorrhagia of adolescence a half-dose has 
acted like a charm. The only troublesome feature in some cases is the 
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presence and persistence of a discharge which may be very intractable but 
is fortunately not very frequently reported. 

The results in a series of 88 cases followed for two years were as follows: 
77 had no return of bleeding, two had died, four failed to report, and five 
had a recurrence of bleeding. The percentage of cure is most satisfactory. 

There is no possible doubt that radium is a most valuable asset in gynaeco- 
logical therapy. One can only hope that an increasing knowledge of its 
properties and improved technique will yield even better results in the future 
than have been obtained up to date. 

The PrEsIDENT said that the future of the treatment of carcinoma of the 
cervix lay with radium, but he thought that the time had not yet come for 
radical operation to be entirely abandoned. 

Mr. A. M. Crave (Leeds) enquired about the dosage of radium for cancer 
of the body of the uterus. 

Mr. STABLER (Newcastle) said that when patients, who had received radium 
treatment for menorrhagia, developed carcinoma, they did so not necessarily 
propter hoc. 

Dr. Murray, in reply, said that the dosage for cancer of the body was 
exactly the same as that used’ for carcinoma of the cervix, except that in 
the former case the uterine container reached right up to the fundus. 


Mr. H. Harvey Evers (Newcastle) read a communication on 


ReEctaAL PARALDEHYDE IN LABOUR: RESULTS IN A SERIES OF CASES. 


He said that there was a host of arguments, reasons and excuses advanced 
for the alleviation of pain in childbirth. The heartrending plea of suffering 


womanhood, the ruin, physical and mental, wrought by difficult or even 
normal labour, the complexes, suppressions and apprehensions, the trauma 
inflicted by premature interference—all these have been marshalled to the 
attack which has lately been reinforced by political agitation and popular 
clamour. 

The speaker’s own interest in the subject was stimulated several years 
ago, and admittedly by motives more material, though not necessarily less 
scientific. A certain part of one’s private midwifery practice seemed to 
consist of primigravidae, the majority of whom appeared to be long past 
the ideal age for bearing the first child. Moreover, a very large proportion 
appear to be unduly intolerant of pain and apprehensive of the whole 
process. Add to this the high incidence of inefficient, but apparently 
inordinately painful, uterine action, and one arrives at a large number of 
sleepless nights, harassed and interrupted days, irritatingly persistent rela- 
tives, importunate patients and distressed babies. The prolonged painful 
first stage produces a patient quite unfit to meet the reasonable calls of the 
second stage, and indeed on occasions, by no means rare, even the first stage 
could not be spontaneously completed. This had its logical sequence in an 
excess of assisted deliveries of varying degrees of magnitude. It was in an 
attempt to avoid these contingencies to the patient and to himself that the 
speaker first became interested in the various methods of analgesia. 

It was not long before he came to the conclusion that it was chiefly 
during the first stage that the patient calls for relief, and this to his mind 
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was the key to the situation. One has rather tended to delay one’s sympathy 
until the arrival of the strong second stage pains which are really quite well 
tolerated provided the patient is in a fit state, physical and nervous, to take 
an interest in them. 

The most important requisites of any method were obviously: (1) No 
danger or ill-effects to mother or baby. (2) No prolongation of labour (or as 
little as possible compatible with safety). (3) A technique sufficiently simple 
to be applicable to domestic as well as institutional midwifery. (4) A 
minimum of repeated dosage. (5) The drug employed should be consistent in 
its efficiency, should have a wide margin of safe dosage, and should be easily 
prepared. 

The full twilight sleep technique has obvious drawbacks on account of 
which it has largely been discarded. Modified dosage of morphia and 
hyoscine is very useful, but repeated dosage may be cumbersome, and a 
termination of the labour earlier than is to be anticipated makes it dan- 
gerous, especially in multiparae. Moreover, hyoscine is very variable in 
its action and proves extremely excitant in a proportion of patients. The 
barbiturates are unreliable and inconsistent—under-dosage is excitant and 
for over-dosage there is no antidote. With Gwathmey’s synergistic method 
(morphia, magnesium sulphate, rectal ether and quinine), the speaker had 
had excellent results, but it required specially trained nurses, and was not 
suitable for domiciliary midwifery. 

During the last 12 months Mr. Evers has been using rectal paraldehyde, 
and was satisfied that it came nearer to fulfilling the necessary conditions 
than any other thus far employed. He found that some form of analgesia in 
the first stage had been required in about one-third of his cases—the others 
had merely needed the usual light general anaesthetics for the delivery of 
the head. It was thus obvious that complete analgesia was by no means a 
routine so far as he was concerned. 

The series on which his remarks were founded was admittedly small, but 
being composed solely of private cases, it had the advantage of a close 
personal supervision which would not be possible in larger hospital series. 

Routine. (1) The patient’s co-operation must be secured from the outset. 
(2) Labour must be thoroughly and rhythmically established; the os an inch 
and a quarter dilated and pains recurring at intervals of five to 10 minutes. 
(3) All external sources of irritation must be removed. The room should be 
dark; wool should be inserted in the ears of the patient; the nurses must be 
quiet. (4) Excitable and highly strung patients should be given a few drops 
of chloroform till first dose of analgesic has begun to act. 

The rest of the routine is as follows: (1) For primigravdae. (a) An initial 
dose of morphia, gr. 14, and hyoscine gr. 1/150 is given. (b) Warm paralde- 
hyde, seven drachms in seven ounces of olive oil, is given by tube and 
funnel into the rectum as soon as patient begins to be conscious between the 
pains (this varied from, just over one hour to 4% hours after initial hypo- 
dermic injection). The mixture should be freshly made, warmed and run 
into the rectum high up (10 inches), taking about three to five minutes for the 
injection. The patient should be kept in a lateral position, and if very restless, 
or if the pains are very frequent, it is best to give a few drops of chloroform 
to prevent leakage. Otherwise the importance of retaining the injection is 
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impressed on the patient. (c) Provided that the second stage begins not more 
than six to eight hours after this, the analgesia will be efficient until the 
head is quite low. (d) Minnitt’s gas-and-air apparatus will be efficient until 
the head is crowning, when a few drops of chloroform is all that is required 
for delivery. (e) If the first stage is prolonged beyond 12 hours, a repetition 
of the paraldehyde is generally necessary, but the speaker had only used 
four drachms for the second injection. In one case, the initial dose was 
sufficient to keep the patient comfortable for over 24 hours, 

(2) For multiparae. The initial hypodermic injection is omitted on 
account of the uncertainty of the duration of labour. The routine is other- 
wise identical. Chloroform, or ether and chloroform, is given for delivery 
of the head in all cases. 

Analysis of results. Primiparae, 80 per cent; multiparae, 20 pez cent; 
80 per cent were 34 years of age or over; 75 per cent of the primiparae were 
34 years of age or over (these figures indicate the type of case treated); 70 
per cent had a preliminary dose of morphia and hyoscine. Paraldehyde 
became necessary from 1 hour and 5 minutes to 4 hours and 20 minutes, 
with an average of 2 hours and 20 minutes after hypodermic injection. 
Labour was completed in one case in 55 minutes after the administration of 
paraldehyde and in another in 22 hours; the average was about 8% hours. A 
second dose was given in 20 per cent of the cases (four drachms on all 
occasions). 

There was only one case of foetal distress, and this could readily be 
attributed to the type of labour rather than the method. The liquor is 
frequently stained with meconium. Some of the babies look pale and the 
nurses occasionally find them drowsy and cold for the first hour or two. 
Most of them smell strongly of paraldehyde, but there appear to be no after- 
effects. 

All mothers expressed satisfaction and there were no complications. No 
anxiety was ever caused and no complication encountered. No excitation 
effects occurred. There was one case of retained placenta with moderate 
post-partum haemorrhage. All the patients slept well after delivery and 
lactation was not apparently affected. No rectal complications occurred; 
but occasionally there was a leaky and early action of the bowel. It was 
impossible to judge definitely whether labour was prolonged. 

Mr. Evers regarded the initial dose of morphia and hyoscine in the 
primiparae as an important factor of the method. 

Mr. Matkin said that the efficiency of hospital treatment of labour cases 
with analgesics depended largely on the co-operation of the nursing staff. 

Mr. A. A. CLaye (Leeds) said that besides the disadvantages mentioned 
by Mr. Evers it had been found at Leeds that some of the babies were 
sleepy for a few days after birth and did not suck well. He said that paralde- 
hyde without the preliminary dose of morphia and hyoscine was not an 
efficient analgesic in a large proportion of cases. Paraldehyde and chloroform 
capsules were being used at Leeds in the College of Obstetricians’ investiga- 
tion. He did not consider that it would be possible to allow the present 
type of midwife to use any form of analgesic so powerful as paraldehyde or 
chloroform. A point in favour of paraldehyde was that, unlike all other 
powerful analgesics, it did not produce excitement. 
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Dr. Rutu Nicuorson (Liverpool) said that the labour ward sister at the 
Liverpool Maternity Hospital approved of paraldehyde and thought that it 
was better than any other analgesic. 

Dr. Keyes had had a case in which paraldehyde had been used in 
conjunction with bromide and chloral hydrate; although labour was long the 
result was good. 


Mr. H. Evers and Mr. F. Staster (Newcastle) dedcribed 
A CasE oF SEVERE DySMENORRHOEA ASSOCIATED WITH PROTEIN SENSITIVITY. 


Mr. Evers presented the clinical history of a case of dysmenorrhoea asso- 
ciated with giant urticaria and cured concomitantly with that condition. The 
patient, first seen in March 1934, was a healthy, happy girl of 19. She gavea 
history of dysmenorrhoea of not very severe type at odd intervals since 
puberty—15 years. Her mother had then had her “‘done,’’ not because the 
pain was severe or frequent, but she also had both her daughters done. She 
was dilated in November 1932, and subsequently did not feel any difference. 
In May 1933 (six months later) she was vaccinated as she wished to become 
a nurse in a London hospital. Three weeks after vaccination a menstrual 
period was due, and was ushered in by an attack of giant urticaria lasting 
two or three days. In her own words: ‘‘One morning the period began, and 
in the afternoon I had the worst acute attack of pain it was possible to 
have. We could not tell whether it was a period pain or whether it was 
the result of the urticaria being inside as well as outside. After it had 
passed the period came naturally.”’ 

She continued to have milder erythematous urticarial attacks almost 
daily, but with each period the rash became of the giant type, she could 
not open her eyes and the huge blisters covered almost every part of the 
bedy. Excruciating pain would occur and then suddenly there would be a 
copious discharge of menstruum with subsidence of the pain and urticaria. 
She said that before the proper period was established and during the 
appearance of the blisters there was a pale, watery discharge. Mr. Evers 
saw her after she had had this combination of symptoms for nine months; 
she was then needing morphia for each period and becoming unrecognizable 
from urticaria at that time. She had had calcium in every conceivable 
form on the supposition that the diminution of blood-calcium during 
menstruation was a factor in inducing the more florid attack. Enquiry 
elicited the fact that since childhood she had been unable to eat bananas 
because she developed a few papular spots following them. 

Mr. Evers looked on her as an allergically sensitive individual sud- 
denly rendered excessively sensitive by vaccination and he regarded her dys- 
menorrhoea as an allergic manifestation, very probably with urticaria in the 
endometrium. Unfortunately, he started by dilating the cervix, for it would 
have been interesting to see if she could have been cured by treatment of the 
allergic condition alone. Whilst in the nursing home she had a daily 
fluorescence of erythematous urticaria culminating usually between 6 p.m. 
and 7 p.m. As the attacks were so frequent he expected that they would 
be due to some fairly common article of diet. 

He began by testing the cutaneous sensitivity to various mixtures of 
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protein bodies but was foiled at the first attempt by her usual attack at 
about 6 p.m. and each of the test areas, including the control, gave a positive 
reaction. He repeated the test in the forenoon and obtained a positive 
reaction in the group containing wheat, maize, oatmeal and rice. A day or 
two later he tested the individual cereals in this group, and wheat gave an 
obviously positive reaction. He had expected some very common article of 
diet, and it was evident that the bread taken at tea-time was producing 
the urticaria. 

As the urticaria and dysmenorrhoea had had an acute onset precipitated 
by vaccination, Mr. Evers felt fairly confident that they would subside 
spontaneously by carefully controlling her diet and that this would probably 
be more successful in curing the condition than attempting desensitization. 
He therefore enjoined her strictly to avoid all articles containing wheat flour 
and to substitute potatoes, oatmeal and rye for a period of three months. 
That was 14 months ago. 

By gradual amounts she increased her intake of wheat until she now 
eats anything she chooses. She has never had an attack of urticaria since, 
and has never had dysmenorrhoea. She has been able to start and enjoy 
training as a nurse at Guy’s Hospital, and writes to Mr. Evers that: ‘“‘I am 
afraid as a result of my thinking, I’ve almost lived the rashy past over 
again (nightmare as it was) but it has made me realize just one more time 
how truly thankful I, am to be rid of it.”’ 

One wonders if cases of dysmenorrhoea occur as the sole evidence of 
allergic sensitivity. Mr. Evers suggested that in any given case this could 
rapidly be tested by an injection of adrenalin. If the dysmenorrhoea were 
immediately relieved one could proceed to carry out the cutaneous tests. 

Mr. Harvey Evers also described a case of 

PROTEIN SENSITIVITY. 

He said that it appears to be quite accepted that the uterus is susceptible 
to allergic action, and that the association of certain allergic conditions with 
dysmenorrhoea has been frequently noted in the last few years. A paper by 
Captain Dutta in the Journal of Obstetrics and Gynaecology of the British 
Empire, in April 1935,* gave a general review of the subject, and the writer 
quoted three of his own cases in illustration of his conclusions. 

References to cases reported by other workers are also noted, and he 
mentions the experimental work of Dale and others who have proved that 
the uterus reacts to allergy and can be desensitized (guinea-pigs). 

Dutta further draws attention to the endocrine and metabolic disturbances 
which occur in the organism during the menstrual period, and points out 
that these same disturbances have been found in allergic conditions, and 
that therefore it is reasonable to conclude that menstruation will precipitate 
an allergic attack in a susceptible individual. ‘‘Some cases of dysmenorrhoea 
of unknown origin,’’ he says, ‘‘may be due to allergy. Further investiga- 
tions are necessary to gauge its frequency.”’ 

The presence of eosinophile cells in the menstrual fluid and the increased 
percentage of eosinophile cells in the blood of the patient are said to be con- 





* “Allergy and Dysmenorrhoea,’’ by Capt. P. C. Dutta, I.M.S. (vol. xlii, 
P. 309). 
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firmatory findings in cases of this type. Dutta confirms this as the only one 
of his three cases which was examined in this way. 

It so happened that Mr. Stabler and Mr. Evers each encountered a case 
of this type almost simultaneously, and as neither had met such cases before, 
they thought it worth while drawing the attention of the Society to their 
clinical history and response to treatment. 

Miss J., aged 21 years, began to menstruate at 15 years of age; though 
irregular -for the first six months, menstruation became quite normal and 
with little pain until two years ago, when she reached the age of 19 years. 
Gradually she began to develop a slight urticarial rash just before each 
period and there was some premenstrual colicky pain in the hypogastric 
region. This condition became progressively worse, and after six months the 
rash began to appear frequently between the periods; at the same time 
massive swellings of the angioneurotic type involving various parts of the 
bedy (feet, hands, face, tongue, etc.) began to appear during the three days 
preceding the menstrual periods and during the periods themselves. The 
dysmenorrhoea continued to increase, till finally strong sedatives were needed 
for its control. This was the condition when she was sent to consult Mr. 
Evers in November 1934. Her protein reactions were taken and showed 
sensitivity to dog’s hair and to milk protein, especially cheese. She was 
desensitized to dog’s hair and was persuaded to part with her pet. All 
milk was eliminated from the diet. 

When Mr. Evers last saw her 10 days ago, i.e. six months after treatment 
began, she was still frequently having urticarial rashes, but the angioneurotic 
oedema had disappeared for the last three months, and the periods, though 
uncomfortable, did not require treatment. Unfortunately, the patient has 
lost a few pounds of weight on her diet as she has always taken a large 
quantity of milk in various forms. Her periods have also become more 
scanty. 

It would seem rational to desensitize her to milk protein and to try 
adrenalin. The blood does not contain any eosinophile cells. There were 
not any eosinophile cells in the menstrual flow. 


Dr. W. Hunter (Newcastle) read a paper on 
THe TREATMENT OF THE POST-HAEMORRHAGIC STATE.™ 


Mr. H. J. MALkin (Nottingham) asked whether Dr. Hunter favoured the 
drip method for intravenous use. 

Mr. Evers and Dr. FarquHaR Murray congratulated Dr. Hunter on an 
excellent paper. 

Mr. A. M. Crave (Leeds) said that the mortality from placenta praevia at 
the Leeds Maternity Hospital had been halved since blood transfusion had 
become frequently employed in the treatment of these cases. Part of the 
improvement was no doubt due to the use of Willett’s forceps. 

Dr. Hunter, in reply, said that he thought the drip method was too slow. 





* This paper was fully published in this Journal, vol xlii, page 852. 
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OCTOBER 1935. 


The Society met at Liverpool on Friday, October 25th, 1935, with the 
President, Mr. A. GouGH, in the Chair. 


Mr. T. N. A. JEFFcoaTE, of Liverpool, described 


A CASE OF PUERPERAL CYSTITIS OF UNUSUAL SEVERITY WITH SLOUGHING OF 
THE BLADDER’s Mucosa. 


Mr. Jeffcoate said that he first saw this patient in the first stage of labour. 
She was aged 32 years and it was her first pregnancy. The membranes 
ruptured prematurely and the foetus was in a posterior position. She had 
uterine inertia and mild pre-eclampsia. He advised the administration of 
morphia and the usual conservative measures. After labour had lasted 24 
hours, her medical attendant asked Mr. Jeffcoate to see her again. The 
cervix was then fully dilated and the head engaged, the occiput having 
rotated to the front. In view of maternal and foetal distress he performed a 
moderately easy forceps delivery after passing a catheter. An episiotomy 
incision was sutured and there were not any further immediate complications. 

It was not until seven days had elapsed that Mr. Jeffcoate was informed 
that all was not well. When the speaker visited the patient again, the 
diagnosis of acute cystitis with left-sided pyelitis was obvious. The patient 
had a temperature of 103°F., the urine was offensive and loaded with pus. 
There was not any evidence of infection of the genital tract. It appeared 
that, after delivery, the patient had had retention of urine, but it was very 
uncertain when this was first recognized. She was still unable to pass urine 
and the bladder had certainly not been catheterized more than once in 24 
hours; moreover, she had received no urinary antiseptics of any kind. 

The nursing home was itself suspected, but all Mr. Jeffcoate’s endeavours 
to move the patient to better surroundings failed. Because the bladder was 
* completely atonic he suggested the insertion of a self-retaining catheter and 
the administration of heavy doses of alkalis (the urine was acid). From 
reports the speaker received from time to time, progress was slow, and the 
catheter was only used spasmodically. Further efforts on his part to bring 
about the admission of the patient to hospital failed. However, on the 
sixteenth day after delivery the patient passed, per urethra, two pieces of a 
tumour, and that event precipitated her admission to hospital. The two 
pieces of tumour consisted of offensive vesical mucosa covered with mucus. 
The surface area was roughly 32 square inches, and it must have represented 
almost all of the lining of the bladder. 

On admission the patient was obviously toxic, her temperature was 
102°F., the pulse-rate 128. The urine was almost solid with pus and blood, 
and spontaneous micturition, other than the passage of very smal] quantities, 
was impossible. A self-retaining catheter was inserted and the bladder 
washed out with saline every four hours; large doses of potassium citrate were 
administered. The temperature became nomal within 24 hours. 

The patient made good progress for one week, and then the capacity of 
the bladder rapidly decreased from seven or eight ounces to less than one 
ounce. Mr. Jeffcoate feared that the vesical walls were becoming adherent 
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and that the cavity would become permanently obliterated. Suprapubic 
drainage was considered, but this procedure seemed to offer no hope of 
preventing contracture of the bladder. After much thought, the speaker 
decided that dilatation of the bladder, under general anaesthesia, was a risk 
worth taking. This was carried out, using a bladder syringe, and after a 
little time the bladder’s capacity was gradually increased to 10 ounces. 
Cystoscopy was most difficult, in view of the condition of the vesical wall, 
but Mr. Jeffcoate obtained the impression that the whole of the bladder, with 
the exception of the trigone, was denuded of mucosa. Following this 
dilatation, the saline wash-outs were continued, the self-retaining catheter 
being kept in situ, but sterile liquid paraffin was run into the bladder after 
each irrigation. Within 10 days the patient could pass urine normally, 
although it was a painful procedure. She left hospital one month after 
admission and seven weeks after delivery; at that time the capacity of the 
bladder was 10 ounces and there was not any residual urine after micturition. 
Dysuria was still present and the urine contained large amounts of pus. 

Urinary antiseptics were continued and Mr. Jeffcoate recently saw the 
patient again, four months after her discharge from hospital. She is now very 
well and has no complaints, except slight frequency and occasional dysuria; 
the urine is not yet free from pus. Much as he wished it, he had, so far, 
been unable to get permission again to perform cystoscopy. 

The chief points of this case were, he thought: (1) The severity of the 
cystitis, brought on by neglect. (2) The astounding and complete recovery 
of the vesical function after sloughing of nearly the whole of the mucosa of 
the bladder. 

Finally, it would seem that since the trigone and ureteric orifices were not 
involved in the necrosis, there was very little chance of the development of 
ureteric stricture. 

This area of the mucosa probably owes its escape to the fact that it has a 
more intimate attachment to deeper structures than has the mucosa of the 
remaining portions of the bladder. 

Professor MILEs PHILLIps, of Sheffield, said that it would be interesting to 
know the bacteriology of the present case and also more about the literature 
of the subject. 

Professor W. GouGH, of Leeds, said that this was an example of the 
enormous recuperative powers of the bladder, which was also instanced in 
cases of partial cystectomy, where even as much as three-quarters of the 
bladder was sometimes removed and yet it subsequently became a normal 
organ. 

Miss RutH NicHotson, of Liverpool, said that she had had a similar case 
which followed ovariotomy. Her patient recovered completely following 
similar treatment to that exhibited by Mr. Jeffcoate. 


Dr. J. W. Brive, of Manchester, described a case of 


MALIGNANT CHANGE IN AN OVARIAN DERMOID. 


He said that in his experience malignant change in ovarian dermoids is 
rare. He had found 17 dermoids in an investigation of a series of 100 ovarian 
tumours, described in the Edinburgh Medical Journal in March 1930, and none 


582 














"REPORTS OF SOCIETIES 


of these showed malignant changes. T. W. Eden and C. Lockyer* say that 
the epithelial elements of a teratomatous cyst may become malignant and 
that this occurs in about three per cent of cases; but even when malignant 
areas appear the prognosis is good. 

As the following was the first case of its kind that the speaker had 
encountered in his practice, and as he did not remember such a case having 
been recorded during his membership of this Society, he felt that it was 
worth reporting. 

The patient, M.K.G., was an unmarried woman, aged 54 years, and the 
menopause had been eight years previously. She complained of swelling of 
the abdomen for some years and extreme constipation. There was not any 
pain or disturbance of micturition. She was a well-nourished woman and 
there had been no loss of weight. 

On examination a smooth tumour, definitely cystic, was found occupying 
the lower abdomen and extending just above the umbilicus, more to the left 
side than the right. On vaginal examination, the pouch of Douglas was 
completely filled by a cystic mass continuous with the abdominal swelling, 
but much harder and apparently adherent. 

Dr. Bride operated on July 25th, 1935; on opening the abdomen he found 
a left intraligamentous ovarian cyst the size of a football. The uterus was 
atrophic and flattened over the front of the cyst. The dissection was difficult 
and tedious. The cyst was unilocular; there were several solid portions firmly 
adherent in the upper portion to the sigmoid colon, and below to the whole 
of the pouch of Douglas, where separation was particularly difficult and a 
wide oozing surface was left. The uterus with both ovaries was removed, 
but the patient’s condition was such that total hysterectomy was considered 
inadvisable. Gauze packing was inserted into the pouch of Douglas to control 
the oozing. The packing was removed in 48 hours and the patient, after a 
somewhat stormy convalescence, returned home in good health; her doctor 
informed the speaker that she had no complaints now, though how long this 
would continue it was difficult to say. On account of the involvement of the 
sigmoid colon and the pelvic floor, Dr. Bride considered that any further 
treatment by radium or X-rays would be useless and would only unnecessarily 
alarm the patient. 

The pathological report on the tumour said that the cyst contained fat 
and hair with two areas of semi-solid white growth on the wall. This growth 
was a squamous-celled carcinoma from which the section has been taken. 

A thorough investigation of this subject is to be found in ‘‘Gynaecological 
and Obstetrical Pathology,’’t by R. T. Frank. It is there stated that 
malignant changes in dermoids are not frequently reported in the literature. 
Frankl recently stated that only 60 are on record, yet S. Wiener, in 60 
dermoids found three carcinomata, or five per cent, and Eisenstadter, in 16 
dermoids at Halban’s clinic, reported that three showed carcinomatous 
changes, one post-operative pneumonia, the other two metastases. The 
condition must often be overlooked. The carcinoma takes the form of 





* “Gynaecology,’’ 1928, p. 628. 
+ ‘‘Gynaecological and Obstetrical Pathology,’’ by R. T. Frank (D. 
Appleton & Co., New York, 1931), p. 406. 
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squamous epithelioma of ripe form with pearl formation arising directly from 
the epidermis of the plug. A case in which the carcinoma was of adenomatous 
type (mammary tissue) is referred to. Distant metastases are rare. Sarcoma 
is even less common, and then mainly melanotic. 

In the Journal of Obstetrics and Gynaecology of the British Empire,* two 
cases of malignant change in dermoid cysts, both squamous carcinomata, are 
recorded by Caillot and Bouley. 


Dr. C. P. BRENTNALL, of Manchester, described a case of 


IcrERUS GRAVIS AT THE END OF THE SEVENTH MONTH OF PREGNANCY. 


Mrs. M., aged 22 years, was a primigravida in the thirty-second week ot 
pregnancy. The history was that three weeks previously she had had what 
she called an influenzal attack with general malaise, pains in her back and 
abdomen, with rise of temperature and vomiting. She did not recover from 
this, and later vomiting became more severe and she became jaundiced. After 
three weeks the jaundice was well marked and the vomiting continuous. 

At this time her condition was grave—considerable jaundice and 
well-marked dehydration. The temperature was subnormal, the pulse-rate 
130, the bowels were constipated and the urine contained acetone bodies and 
bile. It was highly concentrated. The specific gravity was 1034. 

The woman was obviously desperately ill, and the speaker decided that the 
uterus must be emptied... Also, there was not any doubt as to the only 
correct method of evacuation. Induction of labour would have been too 
slow; Caesarean section would have been fatal. The uterus was, therefore, 
emptied by vaginal Caesarean section. 

The child weighed 334 pounds, and lived for 13 hours. The mother's 
condition began to improve as soon as the effects of the general anaesthetic 
wore off. She was given large quantities of fluid and glucose. The lochia 
were normal throughout the puerperium. There was not any further vomiting 
and the jaundice began to clear from the skin the next day. She had an 
uninterrupted recovery, except for a rise of temperature to 100°F. on the 
third day. She went home on the fifteenth day after operation. 

Subsequent history. The case Dr. Brentnall was reporting occurred in 
1928, and he had not been able to trace the subsequent history of the patient 
since that time. 

This case was reported because he wished to call attention in the first 
place to the neglect of the very valuable operation of vaginal Caesarean 
section, or, if some prefer the name, the operation of vaginal obstetric 
hysterotomy. There were obvious limitations to the usefulness of this 
operation; it was rarely necessary before the twelfth week of pregnancy, and 
after the thirty-second week it becomes more and more difficult. 

The speaker also wished to call attention to the enormous increase in what 
may be termed abdominal obstetrics in the treatment of grave maternal 
complications. 

Dr. Brentnall quoted references proving the frequency of abdominal 





* Journal of Obstetrics and Gynaecology of the British Empire, 1935, 
xlii, 362. 
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hysterotomy, and also quoted the reasons given for the operation, which he 
considered inadequate. In comparison with the abdominal operation, he 
considered the vaginal operation safe and easy, with little haemorrhage and 
no shock. He pointed out that in the avoidance of haemorrhage it was 
important that preliminary dilatation of the cervix should not be done, and 
that the incisions in the cervix and lower uterine segment should be made 
accurately in the middle line. 

Dr. J. H. Witert, of Liverpool, in discussing Dr. Brentnall’s case, 
thought that the treatment was a very important contribution, and said that 
the accidents and disasters which occurred were brought about by unskilful 
surgery. Anterior section of cervix simplified the evacuation of a three or 
four months’ pregnancy from the uterus. 

Dr. J. E. Stacey, of Sheffield, stressed-the fact that it is important to 
evacuate the uterus abdominally when the mother’s condition precluded 
further pregnancy so that sterilization could be carried out. He did not 
think that there was an indication for the vaginal delivery of a living child. 

Mr. P. Matcpas, of Liverpool, referred to a case of severe jaundice 
commencing at the third month of pregnancy; the patient was delivered of 
a living child in the eighth month of pregnancy. 

Professor MILES PuHILLips, of Sheffield, thought that haemorrhage was 
rather excessive when anterior hysterotomy was carried out, and also stated 
that there was difficulty in the delivery of a living child after the thirty-second 
week. 

Professor W. GouGu, of Leeds, referred to a case of severe jaundice in 
pregnancy accompanied by vomiting; the patient came into labour and 
delivered herself in 24 hours after rupture of the membranes. Improvement 
in her condition commenced as soon as the membranes were ruptured. 

Doctors BRIDE and GERRARD and Professor A. LEYLAND ROBINSON also 
took part in the discussion. 


Mr. T. F. Topp, of Davenport, described a case of 


SoQuaMouS CARCINOMA OF THE CERVIX, WITH METASTASIS IN THE KIDNEY. 


Mrs. F. H., aged 37 years, had two children. She was referred to the 
Manchester Radium Institute from Bury Infirmary in May 1934 with a six 
months’ history of excessive loss at her periods, and of bleeding between 
periods. She had no other relevant symptoms. On examination she was 
found to have a clinically Stage II (League of Nations Classification) 
carcinoma of the cervix, confirmed by biopsy. 

Treatment was started in June 1934, three weeks’ deep X-ray therapy 
preceding radium treatment. The X-ray course was calculated to have 
delivered 3,000 Roentgen units to the tumour. The course of radium was 
given in four separate insertions, making a total time of application of 166 
hours. The amount of radium used was 20 milligrams in the uterus and 
40 milligrams in the vagina; therefore the total radium dosage is represented 
as 9,960 milligram-hours. 

Within two months of treatment the growth had disappeared completely 
and the patient appeared well. Nine months after treatment pain began to 
develop in the right loin and the patient began to lose weight. Examination 
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showed some parametrial induration on the right side but not any evidence of 
malignancy in the pelvis. The right kidney was not palpable. The pain in 
the right loin became progressively worse during the next six months, and 
then a tumour became palpable in the right loin. A pyonephrosis was 
suspected and the patient was readmitted for investigation. 

The urine contained much pus and some red cells. Cystoscopy on the 
17th September 1935 revealed a normal bladder and normal ureteric orifices. 
A ureteric bougie passed normally on the left side, but on the right side was 
arrested some eight inches from the bladder. Retrograde pyelography showed 
a complete obstruction at the level of the pole of the right kidney. 
Intravenous uroselectan showed a normally functioning left kidney, but 
practically no secretion from the right one. The blood-urea was 42 milligrams 
per cent. 

In view of these findings and the presence of a movable, regular and 
tender tumour in the region of the right kidney, the diagnosis of pyonephrosis 
was tentatively made, although the patient was not pyrexial. Mr. Macalpine 
was asked to see the case, and he decided to perform nephrectomy. This 
he carried out on the 27th September, 1935, at Salford Royal Hospital, the 
kidney being removed through the loin. The kidney was very adherent 
and the pedicle short and thick. The patient stood the operation well, and 
her convalescence has been quite satisfactory to date. 

Examination of the kidney showed the pelvis dilated and occupied by 
thin, purulent fluid. The whole of the upper two-thirds of the kidney was 
replaced by an infiltrating tumour which had not yet completely destroyed 
the renal pattern. Microscopic examination showed the interstitial tissue 
diffusely infiltrated by a squamous-celled epithelioma. Microscopic examina- 
tion of the piece of cervix orignally removed for section showed a squamous 
epithelium of exactly similar type. The case was presented in view of the 
clear history and the rarity of metastases in the kidney in carcinoma of the 
cervix. 


Dr. C. P. BRENTNALL (Manchester) described a specimen of 


A FIBROID WHICH CAUSED ACUTE INVERSION OF THE UTERUS. 


The patient was a parous woman of 45 years, complaining of a bearing- 
down for one year, menorrhagia for two years, and a constant slight 
discharge. Examination revealed a hard mass rising above the brim of the 
pelvis, a mass occupying the vagina with the sloughing extremity, at first 
glance not unlike a cervix uteri, presenting at the vulva. The vagina was 
elongated so that the fornices could not be reached or the cervix defined. 
A provisional diagnosis was made of several fibroids, of which one was being 
extruded from the uterine cavity and probably causing a partial inversion of 
the uterus. The subsequent birth of the specimen showed that this 
diagnosis was wrong, and that the fibroid was single and still occupied the 
uterine cavity. 

Dr. Brentnall was in some doubt whether the removal of the tumour 
per vaginam would prove easy, and he decided that in the meantime it 
would be wise to clean up the infected presenting part before operation. 
In addition to other treatment the patient was seated in a bath of antiseptic 
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at frequent intervals. While seated one day in the bath she had a single 
severe pain and delivered herself of the tumour; the birth was immediately 
followed by a complete inversion of the uterus. The notes of the house 
surgeon on the phenomenon were that there was at least a foot of uterus and 
fibroid outside the vulva. There was a considerable amount both of shock 
and haemorrhage, but the former was not as severe as that occurring in 
some cases of puerperal inversion. The area of attachment of the fibroid 
to the fundus was quite small, about the size of a halfpenny, and was at 
what may be termed, in nautical language, the blunt end of the tumour, 
which had presented by the opposite or sharp extremity. There were no 
other fibroids, 

One has learned in this Society that cases of acute inversion of the uterus 
should be left alone until the shock has passed away. In this case, how- 
ever, partly on account of the haemorrhage which still continued, partly 
because the degree of shock was not extremely alarming, and partly on 
account of the large mass lying outside the vulva, Dr. Brentnall decided 
that it would be wiser to remove the tumour. After its removal the uterus 
returned to its normal position, and the case presented no further features of 
interest. It is easy to explain the shock which usually accompanies such 
an accident, but there appears to be no satisfactory explanation of the 
variability of the degree of shock, especially in puerperal inversion. 


NOVEMBER 1935. 


The Society met at Sheffield on Friday, November 22nd, 1935, with the 
President (Mr. A. GouGH) in the chair. 


Mr. C. H. Watsu (Liverpool) described a case of 
CHORIO-ANGIO-FIBROMA. 


He said solid tumours of the placenta were extremely rare: they were of 
great interest pathologically, especially regarding their aetiology and nature, 
and they were of interest clinically in that they may be assocated with or 
cause various abnormal states in pregnancy and labour. This specimen was 
obtained from a patient, aged 28 years, with two children, and the following 
history. As a child she had poliomyelitis causing a dropped foot; this 
condition was improved after an operation by an orthopaedic surgeon, but 
she still walks with a limp. Her general health had always been good. 
She stated that she had worked hard threughout her life. She was well 
nourished and there was not any evidence of syphilis by clinical or serological 
tests. Her first pregnancy terminated with a lower uterine segment 
Caesarean section performed by Mr. Walsh at Smithdown Road, Liverpool, 
on July 14th, 1934, after 27 hours of test labour, for first degree generally 
contracted pelvis. The male child, weighing seven pounds three ounces, and 
20 inches long, was healthy. The placenta was normal. The puerperium was 
uneventful except for one rise of temperature the day following delivery. 

Her second pregnancy was normal throughout. She attended the ante- 
natal clinic at Smithdown Road Hospital regularly, and on every occasion 
no abnormality was detected. She was admitted in labour at the thirty-ninth 
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week with a history of ruptured membranes at 10 a.m. on October 1st, 1935. 
Mr. Walsh examined her at 3 p.m. when the vertex was presenting and the 
head at the brim. The head felt small. On vaginal examination conditions 
were puzzling, the os was two fingers dilated, through which the speaker 
could reach with the tip of his fingers a structure posterior and to the left 
of the head. It felt like a tense cyst, and he thought that it was a loculus 
of membranes. He knew that the structure felt was the lower edge of one 
of the placental tumours. Pains were good and at régular intervals, and in 
view of the small child, he saw no reason why labour should not proceed 
naturally. A quarter of a grain of morphia was given at 11 p.m., and at 
1.20 a.m. on October 2nd the os was fully dilated. Labour advanced rapidly 
and the child was born at 2.30 a.m. It was a female weighing five pounds 
eight ounces and measuring Ig inches; it was healthy in every respect. There 
was not any bleeding during the third stage, the placenta was born at 2.45 
a.m,. i.e. a quarter of an hour later. A superficial tear of the perineum was 
sutured under evipan. There was not any post-partum haemorrhage. Her con- 
valescence was uneventful. She was discharged on the twelfth day, and a 
post-natal examination at the sixth week showed the uterus and appendages 
to be normal. She has a small vaginal cyst one inch to the right of the 
cervix. Her general health is good and she is feeding her baby at the breast. 

The placenta with its two tumours weighed two pounds four ounces. 
There was, therefore, disparity between weight of placenta and weight of 
child, roughly one to three. The cord was normally situated and usual in 
appearance. The membranes were ragged. The foetal surface looked normal. 
In the maternal surface of the placenta there were two separate solid 
tumours situated at the margin three inches from one another. One was the 
size and shape of a grape-fruit and the other the size and shape of a cricket- 
ball. They jutted out from the maternal surface, but were embedded in 
placental tissue which everywhere looked normal. The tumours had a 
definite pseudo-capsule, and shelled out of the placenta easily. At no point 
was there any placental tissue infiltrating the tumours. On dividing the 
tumours, the cut surface was rather mottled, red, entirely solid and soft in 
consistence. They looked very like soft fibromyomata. 

Microscopical examination. Four sections have been taken, two from 
the larger and two from the smaller tumour. The tissue varies considerably 
from field to field in the same section as regards the density of structure. 
In some parts it is mainly fibrous tissue with oval-shaped cells, and in others 
there are masses of blood-filled capillaries lined with a simple layer of 
endothelium, There are no areas of degeneration. The placental tissue 
outside the tumour shows normal villi. The tumours are angio-fibromata, 
simple in nature, and arise from the chorionic stroma. 

Much discussion has arisen as to whether this proliferated chorionic con- 
nective tissue and blood-vessels is a true tumour or not. Such conditions as 
endometritis, syphilis, adherent villi in which the villi are plastered 
together and angiectatic, and circulatory disturbance either of maternal or 
foetal system, have been thought to be the cause of the tumour’s formation. 

To the speaker’s mind the case described was a true tumour of 
chorionic connective tissue exactly similar to the formation of true simple 
tumours of connective tissue in the adult, and the solution as to why and 
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how these chorionic tumours arise will be found when we know what is 
the stimulus which produces tumours in general, Clinically, the tumours 
described were probably the cause of the small baby, but otherwise the 
course of pregnancy and labour were unaffected. However, this is not 
usual, as Siddall, in an analysis of 131 cases described in the literature, stated 
that: (1) roughly one-third of the cases had hydramnios; (2) six had bleeding 
during the third stage; (3) mainly as a result of hydramnios, there tends to 
be premature birth with a high foetal mortality. 

Of further interest, Emge described a case in which the tumours were 
large enough to cause dystocia by producing a malpresentation. 

Literature. The speaker had read John Clarke’s account of a solid 
placental tumour described in the Philosophical Transaction of the Royal 
Society of London, 1798. In his case the child was born alive and there 
were two gallons of liquor amnii. He was emphatic that the mass was a 
tumour and not organized blood-clot. Siddall, previously quoted, in 1924 
gives the most detailed account of solid placental tumours. Strachan in 
1923 described a case, and found 60 cases reported. 

Professor Mires H. Puitiirs (Sheffield), in referring to Dr. Walsh’s case, 
said that he had also seen one, and in his experience the tumour involved 
one cotyledon of the placenta. 

Apart from Mr. Walsh, no other member had seen one of these tumours. 


Mr. N. L. Epwarps (Derby) described a case of 


ADVANCED Ectopic PREGNANCY. 


The patient was aged 42 years, and had had five children, the last 141; 


years ago. She had had amenorrhoea for nine months, from November 1932. 
During the first two months of pregnancy she had dull dragging pains in the 
lower abdomen, but no history of any acute symptoms could be obtained. 
She was well during the remainder of the pregnancy. About the time labour 
was expected she had some abdominal pain and called in her doctor, who 
told the patient that she was not in labour. She did not call her doctor in 
again until this year. Shortly afterwards she began to have slight inter- 
mittent haemorrhages per vaginam which continued for three months. From 
November 1933 until March 1935, i.e. for 16 months, menstruation was 
regular and normal (6/28). Then there was amenorrhoea until August 
2nd. At the beginning of April 1935 she was taken ill with acute bronchitis; 
one night when she was recovering from this attack she got up to evacuate 
the rectum, and with her husband’s assistance, expelled a mummified foetus. 
The husband said that it felt like rubber. A few days later a similar 
experience befell her, but this time the doctor was the obstetrician. This 
foetus was also in a state of mummification. Mr, Edwards had unfortunately 
not seen either of these foettis, both having been destroyed owing to their 
highly offensive odour. The patient did not make a complete recovery, 
continuing to have bearing down pains in the lower abdomen and in the 
rectum. About a month before Mr. Edwards saw her she had passed a 
small piece of bone per rectum. On examination she was found to have 
(a) an ill-defined mass arising out of the left side of the pelvis; (b) a forward 
and upward displacement of her uterus. It was bulky and _ bleeding. 
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(c) High up in the anterior rectal wall was an opening the size of half-a- 
crown through which was projecting the sharp edge of a flat bone. (d) The 
only rise of temperature occurred the evening before her operation, and then 
it only reached 100.2°F. 

Operation. The uterus was first explored but found to be empty. Next 
the extra-uterine sac was emptied of the skeletal remains by means of long 
sponge-holding forceps introduced per rectum. Assistance was obtained by 
the use of a blunt curette by means of which the speaker was able to work 
loose some of the flat bones, several of which had to be broken up in situ 
by the sponge forceps before they could be extracted. A large cavity to 
the left of and behind the uterus remained, into which Mr. Edwards placed 
a large drainage tube. A highly offensive purulent discharge came away for 
several days. A second radiogram was taken. When seen a month ago 
she was in good health, not suffering from any symptoms, and her periods 
had returned. On examination of the pelvis the only abnormality was some 
scarring of the left parametrium. 

Summary. The case was one of ectopic gestation in which the pregnancy 
almost certainly developed originally in the left Fallopian tube. Possibly it 
had remained in the tube, but mere probably it had developed as a secondary 
abdominal pregnancy, probably intra-ligamentary. After false labour the 
foetfis had died and became mummified. Ulceration of the sac and its 
contents into the rectum had quietly taken place with the result described 
above. This is a rare termination of an ectopic gestation. Bland-Sutton 
describes a case in which foetal skeletal parts were discharged intermittently 
per rectum for months. 


Mr. Griyn Davies (Sheffield) and Mr. A. M. Crave (Leeds) both 
showed specimens of 


ApvaNcED Ectopic PREGNANCY. 


Mr. Glyn Davies’s case was Mrs. C., aged 26 years, and pregnant for the 
second time. She was admitted to hospital on March 27th, 1935. Her first 
child was born at home four years ago. The labour had lasted for 12 hours 
and the weight of the child was six. pounds. Her menstrual history was 
regular (4/28). The last menstrual period began on 16th June, 1934. 

History of pregnancy. She had headaches, but no vomiting. The bowels 
were regular. Micturition was normal. She had a show in July lasting for 
one day. Several slight shows occurred in September and October. She was 
uncertain whether she had felt foetal movements. 

Physical examination. The general condition was good. The uterus was 
as large as it is at the fifth month. It was thought that a fibroid could be 
felt on the fundus. The cervix was normal. A vaginal discharge was not 
present. The uterus felt hard and nodular. Multiple fibroids were 
suspected. 

Clinical notes. Antenatal Department. 14th December, 1934: Uterus 20 
weeks; foetal heart not heard; definite pedunculated fibroid at fundus.—2znd 
January, 1935: Uterus 24 weeks; multiple fibroids; foetal heart not heard; 
no foetal movements.—6th February, 1935: Uterus 5'/ months; foetal heart 
heard and foetal movements felt.—6th March, 1935: Feels well; fundus 29 
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weeks; foetal heart heard on right side.—2oth March, 1935: No increase in 
size of abdomen. Vaginal examination: Probably a pregnant uterus, pos- 
sibly a large fibroid; advised X-ray and Aschheim-Zondek test.—27th March, 
1935: X-rays breech, cranial bones overlapping; foetus dead. 

Admitted to hospital, 29th March, 1935. An unsuccessful attempt to 
insert bougies was made; the Aschheim-Zondek reaction was negative; vaginal 
examination : os dilating; further medical induction with quinine.—14th April, 
1935: Oestroform 1 c.c. eight hourly.—23rd April, 1935: Two laminaria tents 
inserted.—24th April, 1935: Tents removed; no result. 

Examination, 15th May, 1935: Abdominal wall fat, and it was difficult 
to feel foetal parts; and more difficult still to say whether the foetus was 
extra-uterine or not. The fundus of the abdominal tumour lay about two 
inches above the umbilicus and rather to the left of the midline. 
Vaginal examination: The cervix was firm and closed. Running up from 
cervix there was a pear-shaped swelling the size of a normal uterus which 
was adherent to the swelling but could be moved. The fundus of the swelling 
could be easily defined separate from the larger tumour. The left side of 
the pelvis was fairly clear. Pregnancy seemed to be definitely extra-uterine. 

Operation, 16th May, 1935: The abdomen was opened by a midline 
infra-umbilical incision under ether anaesthesia. A large tumour presented 
lying mainly to the right of the midline but its fundus lay to the left. 
Signs of recent inflammation were found; the tumour was densely adherent 
to the omentum and surrounding intestine. In its lower part and to the 
right ran the right round ligament, and it was at first thought to be a 
pregnancy in a rudimentary horn of a bicornute uterus. After a careful 
separation and much ligation the tumour was freed anteriorly, when the 
non-pregnant uterus was felt in the pelvis, anterior and to the left of the 
mass, so that the tumour occupied the site of a pregnancy of the right 
broad ligament. Fortuitously, a line of cleavage was then found, after 
which the tumour was easily shelled out, leaving a capsule of laminated fibrin 
which remained adherent to the pelvic colon. No severe haemorrhage was 
encountered. A small drain of corrugated rubber was placed in the pelvis 
at the site of the bed of the tumour, and the wound was closed. The 
tumour appeared to be a right ovarian pregnancy, the right ovary never 
having been encountered or identfied. The patient had an uneventful 
recovery. 

Microscopic findings. Piece of tissue surrounding the foetus. ‘‘Piece of 
necrotic placenta enveloped in a fibrous capsule.’’ 

Section of tube. ‘‘Portion of tissue taken from near isthmus shows an 
acute inflammation, polymorphonuclear cells are more abundant than 
plasma cells.”’ 

Mr. Claye’s specimen was removed from Mrs. L. O., a primigravida, 
aged 25 years. She was admitted to the Leeds Maternity Hospital on June 
26th, 1934. Her last period had begun on December 25th, 1933, and since 
April she had had almost continuous lower abdominal pain with exacerba- 
tions and a sensation of bearing down. There had been some uterine 
haemorrhage on several occasions, the last two days before admission. On 
the day before admission she vomited. She was feeling foetal movements. 
She was examined under anaesthesia by the resident doctor, who noted that 
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the uterus was the size of an 18 weeks’ pregnancy. The left fornix was 
clear, but the uterus bulged a little to the right side. The Fallopian tubes 
were not felt. She was re-admitted in September and regarded as a case ol 
missed abortion. No foetal movements had been felt since August 31st, 
when she had some abdominal pain. Since the previous admission the 
patient had been tairly well, with occasional blood-stained vaginal discharge 
but very little pain. Several attempts were made. to induce labour by 
medical means. 

Mr. Claye’s attention was drawn to her on October i1gth; he 
examined her under anaesthesia and was able to feel what he thought was 
a small uterus behind the abdominal mass, which then extended well above 
the umbilicus. The patient’s abdomen was X-rayed about the same time. 
The report was to the etfect that the foetus appeared normal and was 
lying transversely, high up in the abdomen, with its head under the right 
costal margin. The prints show overlapping of the cranial bones. Laparo- 
tomy was performed through a left paramedian incision on October 23rd, 
1934. The amniotic sac was found among the intestines, lightly adherent to 
the parietes. There were very few adhesions to the omentum. The sac was 
incised, and a macerated female foetus removed. The sac was then separated 
manually as far as the placental site, which was in the neighbourhood of the 
left Fallopian tube. The blood-vessels here were mostly thrombosed: a few 
required ligature. The placenta and most of the sac were removed, some 
membrane being left. Haemorrhage was not excessive. The abdomen was 
closed with drainage. The patient was somewhat shocked but soon picked up 
and made an uninterrupted recovery, being discharged on the seventeenth 
day. During removal, the cord was torn across, and for some unknown 


reason the placenta has not been mounted with the foetus, which weighed 
two pounds seven ounces, 

This subject was last discussed by the Society in October 1933, when 
Dr. Bride described a case. 


The points of interest in such cases are usually: (1) the diagnosis (which 
was not reached for a very long time in this case); (2) the treatment at 
operation. Apparently, removal of the placenta, even when done seven 
weeks after the child’s death, as in this case, is by no means without risk 
of very serious haemorrhage. 

In discussing the various methods of treatment Eden and Lockyer prefer 
the practice of cutting the cord short and leaving the placenta behind with- 
out abdominal drainage to the older method of marsupialization. In this 
case, owing to thrombosis of the sinuses, the placenta was removed without 
trouble. The patient was seen about six months later when she was quite 
well. 

Discussion. The PresipENT remarked how extraordinary it was that no 
less than three of these specimens should be shown at one meeting. In 
cases in which the condition was not diagnosed until some time after 
viability, he wondered whether the operation should be delayed in order 
to obtain a live child. 

Dr. J. W. Brive (Manchester) said that in his experience it was a very 
difficult condition to diagnose. He thought it safer to leave the placenta 
when operating in these cases. 
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Professor Mites Puitirps (Sheffield) said that he had seen six cases of 
advanced ectopic pregnancy. On three occasions he had left the placenta 
behind, and had no trouble subsequently. He agreed how difficult the condi- 
tion was to diagnose, and remarked that Mr. N. L. Edwards’s case must be 
unique. 

Mr. J. Sr. GeorGE Witson (Liverpool) mentioned a case he first saw 
halfway through pregnancy. He opened the abdomen at term and found 
the foetus in the broad ligament. He was able to deliver the 
foetus alive and left the placenta in the abdomen. At a later date he had 
occasion to re-open the abdomen and he found no sign of the placenta. 

Mr. J. E. Stacey (Sheffield) mentioned a case in which the cervix dilated 
when labour was commenced. 

Professor D. Doucat (Manchester) quoted a case in which bougies were 
introduced and went through the fundus of the uterus. An abdominal opera- 
tion was performed and the sac containing the placenta was removed, 
together with the uterus. 


Dr. J. W. Brive (Manchester) showed two specimens. 
(i) A VEesicaAL CALCULUS WITH PREGNANCY.* 
(ii) FIBROMYOMA OF THE VULVA. 


Iibromyoma of the vulva. This specimen was removed by Dr. Bride on 
October gth, 1935, from the left labium majus. The patient was a single 
woman. aged 49 years. Her sole complaint was of a lump in the left lip 
of the privates which caused her no pain but merely some inconvenience on 
account of its increasing size. She had noticed it for about six years. The 
removal of the tumour was extremely easy as it had a definite capsule and 
was shelled out in a few minutes with practically no bleeding. It was then 
about the size of a tangerine orange and quite soft. Microscopical section 
shows it to be a fibromyoma, myomatous tissue predominating. Such 
tumours of the vulva are rare and must arise from the smooth muscular 
tissue of the round ligament where it loses itself in the labium majus. This 
tumour was low down and simulated a tumour of Bartholin’s gland. 

Dr. Bride thought it was a fibroma at first, similar to one reported by 
him in the Transactions of the Society in 1923, ‘‘Fibroma of the vulva 
simulating a completely ulcerated prolapsus uteri.”’ 

In discussion, Mr. J. E. Sracey said he had seen five cases of vesical 
calculus with pregnancy as reported by Dr. Bride. The calculi had mostly 
been formed round pieces of slippery elm bark, and he removed them by 
cystostomy. 

The PRESIDENT mentioned a case he had seen. 

Mr. N. L. Epwarps (Derby) thought it might be possible to crush 
smaller stones instrumentally through the urethra. 

Professor D. DouGat said he had had three cases of his own in each of 
which he performed supra-pubic cystostomy. He had seen only one case of 
abortion produced by slippery elm bark. 

Dr. Bribe, in reply to Mr. Stacey, said that he did not think there was 
any slippery elm bark in his specimen. 





* See pages 105-108, ante. 
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Professor Mites H. Puuuirs (Sheffield) read a note on 


UNILATERAL MENSTRUAL PAIN. 


Professor Puitiips said that this title appeared to him a somewhat 
clumsy one, but so far it was the best he could devise for certain groups of 
clinical cases in which severe pelvic and abdominal pain occurred only in 
association with the menstrual periods, only and always on one and the same 
side and unaccompanied by any other symptoms. So far as he could judge 
the title was not one in general use; it had not been found by him in any of 
the well-known textbooks of gynaecology. The symptom so strictly defined 
was, Professor Phillips believed, a comparatively rare one. Hence it is 
perhaps not surprising that its elucidation and removal is generally delayed. 
Unsuccessful treatment, often operative measures, for diagnostic purposes, or 
based on incorrect interpretation of the symptom has not infrequently 
preceded the operation which has finally clinched the diagnosis, and, better 
still, completely cured the patient. This statement is based on the study 
of some 20 cases observed by Professor Phillips and recorded in the Journal 
of Obstetrics and Gynaecology of the British Empire, the ‘‘Transactions of the 
Obstetrical Society of London,’’ and the ‘‘Proceedings of the Royal Society of 
Medicine.’’ 

There were two principal conditions which were liable to cause pain such 
as the speaker had described. They were: (1) localized cornual adenomyoma 
and (2) haematometra in the rudimentary horn of a double uterus. 

Professor Phillips had been impressed by the difficulty and delay he 
encountered in making the correct diagnosis in his earlier cases and by the 
fact that the same difficulty had balked the family doctor, the general 
surgeon, and even the gynaecologist who had previously had charge of the 
later cases, He thought it worth while to recount some of his experiences in 
the hope that other members of the Society would be able to confirm and 
amplify his observations. He proposed to deal only with the clinical aspect 
of these cases. 

In the speaker’s systematic lectures, he included these two conditions 
amongst certain ailments in which physical signs of disease were not always 
to be detected by the usual methods of examination, and yet a careful and 
understanding analysis of the patient’s symptoms may lead to the making 
of a provisional diagnosis sufficiently likely to be correct to justify one in 
urging an exploratory operation. The first instance he would take was that 
of the intense periodic unilateral pain produced by an adenomyoma of one 
or other uterine cornu or of a lateral border of the uterus. The lateral 
situation of the pain should be contrasted with the central hypogastric pain, 
which was characteristic of ordinary spasmodic dysmenorrhoea. The first 
case to be described occurred in 1919, and as will be seen, the speaker said 
he was slow in coming to a correct conclusion. 

Adenomyoma of uterus. Mrs. C. D. was aged 25 years and had two 
children. This patient was seen three times by Professor Phillips before he 
realized the necessity for an exploratory abdominal section. She complained 
of pain low down on the right side of the abdomen. It had begun two 
years previously and occurred in spasms of short duration, only with the 
periods and usually only at the end of them. The flow was normal and had 
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previously been painless. A pelvic examination was easily made but nothing 
abnormal was felt: only tenderness in the region of the right appendages. 
The husband was sure it was appendicitis. He and all his relatives had had 
the appendix removed. He thought -it about time his wife had her’s 
removed. Her doctor and the speaker were certain it was not appendicitis. 
Later, Professor Phillips saw her again. Morphia had been required at the 
latest attack. An exploratory operation was advised. On opening the 
abdomen a slight bulging of the right cornu of the uterus made the diagnosis 
clear. The swelling was excised and proved to be a typical adenomyoma, 
three-quarters of an inch in diameter, with cystic spaces containing dark 
bloody fluid. Relief was complete and lasting. At the same time the 
normal vermiform appendix was removed. Since then the patient had borne 
five children, with perfect ease. 

Adenomyoma of uterus (diagnosed or suspected for clinical history). 
Mrs. A. was aged 34 years. (Operation February 1922). She complained of 
‘frightful pain at periods’’ for 18 years, only on the left side of the lower 
abdomen, spreading into the groin and buttock. The pain was not central 
and hypogastric. It starts either at the onset of the period or after the 
first 24 hours; it lasts one, two, or three days; she vomits for 24 hours. Her 
uterus had been curetted 12 years previously by a gynaecologist without 
relieving the pain. She had been married for two years. She had no 
children. 

Examination. She was very stout. For this reason her family doctor had 
examined her under an anaesthetic. He could feel nothing abnormal. The 
speaker’s bimanual examination revealed nothing abnormal, but the patient 
was too stout for a thorough examination. Adenomyoma suggested itself to 
him, and an exploratory abdominal section was advised. 

Operation. Under the anaesthetic, bimanually, nothing definite could be 
felt. After abdominal section a nodular thickening of the left border of the 
uterus from the cornu to the supravaginal cervix could be felt. There was 
one characteristic haemorrhagic cyst on the peritoneal surface of this nodule. 
The whole left border of the uterus was excised with the left appendages, the 
uterine cavity being opened over a small area. The uterus was easily 
repaired. The growth contained thick-walled cysts distended with fluid blood 
and lined by endometrial-like tissue. After the operation the patient’s 
periods were absolutely painless, for the first time for 16 years. A second 
operation was performed in November 1933. The patient was now 45 years 
of age. She was complaining of profuse and painful menstruation of two 
years’ duration; she also complained of hot flushes. The uterus, the right 
Fallopian tube, and the right ovary were removed. Two interstitial fibroids, 
measuring 2'4 inches and 3'% inches respectively, were found in the uterus. 

Another good instance was that of S.R., a maid-servant, 23 years of age, 
in the service of a personal friend, sent to the speaker at the Jessop Hospital 
by her mistress, who was distresed by the intense agony which the girl 
obviously suffered at her periods, in spite of taking various drugs which 
had been ordered by the family doctor. She had been treated as an ordinary 
case of spasmodic dysmenorrhoea. The mistress vouched for the severity 
of the pain, and it was soon elicited from the patient that the pain always 
and only occurred on the right side of the lower abdomen, never on the left. 
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Strongly suspecting a cornual adenomyoma, laparotomy was advised. 
Under anaesthesia nothing abnormal could be detected, nor even on inspec- 
tion of the uterus after opening the abdomen. However, palpation of the 
fundus revealed a hard nodule buried in the right cornu. This was excised 
and proved to be a localized adenomyoma about three quarters of an inch 
in diameter. On enquiry two years later the speaker learned that she had 
never had a painful period since the operation. The girl’s family doctor, 
who at first was nettled at the interference of her mistress, afterwards, in 
the best spirit of the profession, expressed his great pleasure at the successful 
result. 

it was important to remember that a small adenomyoma in a cornu of 
a uterus may be easily missed, even during an abdominal exploration, unless 
it be deliberately looked for, and so the opportunity of relieving the patient 
of an intensely painful disease may be lost. 

The following case illustrates that fact. 

Miss. A.B. was 21 years of age. She complained of dreadful pain at the 
periods only in the left of the lower abdomen ever since onset of menstrua- 
tion at 15. Vaginal examination was not possible. Bimanual examination 
per vectum revealed nothing abnormal. As the pain was unilateral and so 
intense, Professor Phillips advised laparotomy and suggested the possibility 
of an adenomyoma. Under anaesthesia, on bimanual examination per 
vaginam, he thought he could feel a small nodule to the left of the body 
of the uterus just above the cervix. 

On opening the abdomen this nodule was not at first visible. On careful 
palpation of the left broad ligament it could be felt, and it was then easily 
exposed by reflecting the peritoneum in front of the broad ligament just 
above the cervix. The nodule was excised from the uterine wall, the 
endometrium being slightly exposed. The tumour was _ half-an-inch in 
diameter and contained one visible cyst. 

On microscopical examination it had all the characteristics of an adeno- 
myoma with the typical cystogenous mantle in places. Seven months later 
the speaker heard that the patient was quite free of the old pain. 

There was another gynaecological condition by no means as rare as was 
generally thought, which gave rise to periodic one-sided pain, of such a 
character that its presence can be strongly suspected when one has carefully 
ascertained the clinical history of its onset and its symptoms. Professor 
Phillips referred to cases of retention of menstrual fluid in the atresic horn 
of a double uterus. 

It was a remarkable fact that the atresic horn was more commonly on 
the right side, and in not a few recorded cases the intermittent attacks of 
pain in the right iliac fossa in a young girl have been misinterpreted with 
the result that an unnecessary removal of the vermiform appendix has been 
undertaken; usually the operation has been done during a very severe attack, 
the history of a number of minor attacks previously being used to support 
the diagnosis of appendicular colic. 

Case of unilateral haematometra. Miss M.L., aged 15'; years, was 
seen on October 4th, 1931, on account of attacks of very severe pain in 
the right of the lower abdomen during the last three months: each attack 
occurred at the end of a menstrual period. The pain was described as 
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“dreadful and agonizing.’’ The patient became collapsed but did not 
vomit. Menstruation had started six months previously and had been 
regular, not excessive, and not at first painful. On rectal examination 
Professor Phillips could feel a tender globular lump, about the size of a golf 
ball, to the right of and behind the cervix. A diagnosis of haematometra 
in the atresic horn of a bicornute uterus was made and operation urged. 

Examination under anaesthesia confirmed the diagnosis, and on opening 
the abdomen it was easily possible to excise the atresic horn and to leave 
the well-developed left cornu. Afterwards she menstruated normally and 
painlessly. Later she married and bore two children, being delivered each 
time by Caesarean section on account of pelvic contraction. 

Another instance of the same condition provided a good example for the 
speaker’s purpose. In February 1933 he was called one evening to a girl, 
not quite 15 years of age, who a few weeks previously had had her vermiform 
appendix removed. This had been done in view of a series of attacks of 
pain in the right iliac fossa at intervals of five to six weeks during the 
previous five months. The appendix had been described as ‘‘a little 
inflamed.’’ However, six weeks after the operation, she was suffering from 
another attack of the old pain, the worst she had experienced. The dis- 
appointment and distress had reduced the whole household to tears. The 
pain was so intense that the poor girl rolled about in bed, in the words 
of her mother, ‘‘as if in labour.’’ The doctor now in attendance, a recent 
student of the speaker’s, had been taught to believe that no disease was 
too rare to be thought of in seeking a diagnosis. As the girl had never 
menstruated he suggested the possibility of retained menstrual fluid in the 
cornu of a malformed uterus. This proved to be correct, and next day the 
atresic cornu, containing over an ounce of menstrual fluid was removed 
with complete relief. 

The last of these cases which Professor Phillips described was one of the 
first he had met with, as far back as 1915, and it presented physical signs 
which entirely baffled him even until a late stage in the operation. Had 
full attention to the patient’s statement that since the onset of menstruation 
at the age of 12, she had always suffered from severe dysmenorrhoea only 
on the right side, a correct opinion might have been recorded much earlier, 
but hardly before the abdomen had been opened. 

In March 1915, Miss E. S., 35 years of age, complained of increasing 
menorrhagia of several years’ duration and of an abdominal swelling which 
she had noticed for a year. This had rapidly increased in. size during the 
last six months, and it had always appeared to be larger’and harder at the 
onset of each period. The abdominal wall was very thin and a tumour 
projected visibly from the symphysis pubis to the umbilicus, rather more 
on the right side. It was softly elastic. There was a well-marked souffle 
only on the right side. The cervix was high up, small and closely connected 
with the abdominal tumour. 

A diagnosis of rapdily growing fibromyoma was made. However, on 
opening the abdomen it was found to be nothing of the sort. On separating 
the densely adherent great omentum and sigmoid colon a pint or more of 
thick treacly fluid with large masses of semi-solid chocolate-coloured stuff 
was released, various fresh explanations of the condition were forthcoming 
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as the operation was proceeded with, ovarian chocolate cysts, malignant 
ovarian growths, etc., but finally a well-developed uterus was found in front, 
and attached to its right border a rudimentary cornu with its elongated and 
slightly thickened Fallopian tube. The cornu and the Fallopian tube were 
removed; the corresponding ovary appeared to have been incorporated in 
the capsule of the haematocele which was removed as far as possible. 

The walls of the cornu were half an inch thick and enclosed a small cavity 
lined by an active looking mucosa nearly one-third of an inch in thickness. 
The lumen of the tube was moderately dilated, the isthmic and interstitial 
portions easily transmitting a large, surgical probe. The patulous abdominal 
ostium opened into the cavity of the haematocele. It was quite clear that 
the condition was one of encysted chronic pelvo-abdominal haematocele 
due to a collection of menstrual blood from the rudimeztary uterine cornu. 
The patient was completely relieved. This was a most exceptional case in 
several particulars, one of which was the age of the patient. 

Retained menstrual fluid arising from a rudimentary cornu generally 
causes severe symptoms when the girl is in her teens, whilst cases of cornual 
adenomyoma occur in the twenties. A third possible cause of the symptom 
complex under consideration is a combination in some respects of the two 
conditions examined, namely diffuse adenomyoma of one horn of a double 
uterus. The horn in question may be rudimentary or normally developed. 
The disease was identical with that of a normally formed uterus but it 
caused definitely unilateral pain. 

Here the dysmenorrhoea was distinctly secondary in time: the trouble 
arose in such cases as the speaker had seen or read of when the woman 
was in or near the forties. Professor Phillips had reported, in 1923, one 
such case to the Society, in a 7-para of 44 years of age. 


In discussion, Dr. BrrpE mentioned a case of a calcified foetus in a 
rudimentary horn. The patient’s chief symptom was dysmenorrhoea. 

Mr. K. V. Batrey asked if endometrioma of one ovary might cause 
unilateral dysemnorrhoea. 

Mr. Stacey mentioned a case of right-sided haematometra in which he 
removed a rudimentary horn of the uterus. 

Dr. Douaat said he had seen many cases of dysmenorrhoea in which the 
pain was one-sided only. He thought these conditions were more common 
than is generally supposed. 

Mr. Giyn Davies mentioned a case of haematometra in one horn of a 
bicornute uterus, in the first instance this was drained from below. 

Mr. LrEyYLaNp Rosinson said that in his opinion these cases were 
characterized by the fact that there was no variation in the menstrual pain, 
except perhaps to get progressively worse. 

Professor Puitirps then replied. He agreed with Mr. Bailey, and said 
that sometimes he had found tiny endometriomata accounting for the one- 
sided dysmenorrhoea. He again stressed the intensity of the pain involved. 





THE MIDLAND OBSTETRICAL AND GYNAECOLOGICAL SOCIETY. 


At a meeting of the Midland Obstetrical: and Gynaecological Society, held 
at Leicester on February 27th, Miss B. M. Wittmorr read a paper entitled 


RADIOTHERAPY IN CARCINOMA OF THE UTERUS AS PRACTISED AT CERTAIN 


CONTINENTAL CLINICS. 


It is only possible in the time available this evening to give a very 
brief survey of the present position of radiotherapy in carcinoma of the 
uterus, and I propose to concentrate on those points which may be supposed 
to be of general interest to gynaecologists rather than on elaborate details 
of technique or the polemics of theory. I have chosen to speak first about 
the treatment of carcinoma of the cervix, then of the corpus uteri, and 
finally to make a few remarks about the organization of a radiotherapy 
clinic. 

In speaking of dosage of radium I shall have occasion to use the 
expression ‘‘milligram-hours.’’ At the outset I would ask you to bear in 
mind that this term is but a poor, inadequate thing, and can only be used 
as a basis for dosage under standard conditions, particularly with regard 
to the filtration of the source of radiation and its distance from the tissue 
under treatment. I use it for want of a better notation; probably in a few 
years we shall be able to express dosage of radium in terms of the inter- 
national ‘‘r’’ unit, which is now becoming universal in X-ray therapy, and 
which can be calculated independently of such variable factors as time and 
distance. 

The treatment of carcinoma of the cervix by means of radium dates 
back to about 1905, and even in those days the local growth was success- 
fully destroyed in a certain number of cases. At that time glass containers 
were used, and therefore the radiation consisted of 8 (beta) as well as 
y (gamma) rays. In 1907 there was an advance in the introduction of 
containers made of silver, the walls of which were half a millimetre thick. 
This was enough to absorb most of the f-rays, but transmitted about 99 
per cent of the y-rays. In 1914 Duval published statistics of 158 inoperable 
cases of carcinoma of the cervix treated by radium. In 77 of these the 
growth completely disappeared clinically. One patient died of an inter- 
current disease 15 months after treatment, and at autopsy no trace of 
malignant disease was found. 

Among the most important pioneer work done on the treatment of 
carcinoma of the cervix was that of Forssel, who between 1914 and 1916 
evolved the now famous Stockholm technique, which he passed on in 1916 
to Heyman, by whom the work of the clinic has been done since that time. 
Until 1929 the patients were treated on three occasions, the second applica- 
tion being made one week after the first, and the third three weeks after 
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the second. From 1929 onwards the same total dose has been applied in 
two sittings, at an interval of three weeks. The change was introduced 
for economic reasons, and has not been found to have a noticeable effect 
on the results. 

The object of the treatment is to apply radium to the whole length of 
the uterine cavity, and then to cover the whole vaginal aspect of the growth 
with an applicator or series of applicators—boxes of various shapes, flat or 
curved, and cylinders—chosen so as best to cover the growth. In order to 
distend the vagina laterally and so bring the radium as close as possible to 
the pelvic walls the cylinders are often held apart by glass sledges. The 
whole application is firmly packed as far from the rectum as _ possible. 
Heyman makes some variation for individual cases, the average amounts of 
radium used being 50 milligrams in the uterus and 80 in the vagina, for 
20 to 24 hours on two occasions. As a rule he does not exceed a total dose 
of 2,400 milligram-hours in the uterus and 4,500 in the vagina. The 
filter is always the equivalent of 11% millimetres of platinum. Since 1924 
each patient has received X-irradiation of the parametria, an erythema dose 
delivered to two abdominal fields, and in stout patients two posterior fields 
as well, at 180 kilovolts, one month after the second application of radium. 
In Heyman’s opinion this addition to the routine has not materially 
improved the results. 

Vaginal metastases are usually treated with the three-gram bomb, 
16 to 24 gram-hours being applied to the vulva at a distance of six centi- 
metres. Late recurrences in the vagina are treated by the implantation of 
radium needles, to milligram needles, placed close together, for four hours. 

Leaving the classical Stockholm technique I will pass on to speak of 
two other clinics I have visited at which a modification of the Stockholm 
technique is used, namely Freiburg-id-Breisgau and the Marie-Curie Hospital. 
At Freiburg I was interested to find that carcinomata in the first stage, 
occurring in otherwise healthy patients under the age of 50, are treated by 
Wertheim’s hysterectomy. All other cases are treated with Stockholm appli- 
cators, but with a smaller dosage in the vagina, about 1,500 milligram- 
hours in the uterus and the vagina, for about 24 hours on two occasions. 
With this smaller dose and careful packing they say that the injuries to 
bladder and rectum, which are an admitted disadvantage of the Stockholm 
technique, do not occur. Subsequently, an erythema dose of X-rays is 
given to eight fields, four anterior and four posterior. 

At the Marie-Curie Hospital the intra-uterine application is essentially 
the same as at Stockholm. Three plaques are placed in the vagina, each 
containing 20 milligrams of radium, one on the cervix, and one in each 
lateral fornix. The treatment is repeated after one week and again after 
two more weeks. The total dose is 3,300 milligram-hours in the uterus 
and 3,960 in the vagina. Deep X-ray therapy has been available for about 
a year and they are treating selected cases by Coutard’s method, which 
involves two daily exposures of one to 1'4 hours each to a very low 
intensity, for four to six weeks. , 

At Munich, the other German clinic I have visited, 50 to 70 milligrams 
are divided between the uterine cavity and the vagina for 24 hours. The 
vaginal applicator is a disc containing a chamber for the radium and 
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made so that the unwanted radiations are absorbed in lead. It does not 
accurately fit the surface of the carcinoma, but when the latter is eccentric 
the applicator is fixed to it by a central pin containing five milligrams 
of radium, which is thrust into the carcinoma, the arrangement being 
similar to a drawing-pin. When there is any difficulty in retaining the 
applicator in position, pressure is exerted by means of a shaped piece of 
cork which is placed in the vagina and kept in position with a binder. A 
filter of one millimetre of platinum is used throughout. Two or three days 
after the end of the treatment a course of irradiation is given according 
to the saturation technique of Pfahler, the principle being a large initial 
dose, followed daily by a smaller one, for 10 to 14 days. The whole treat- 
ment is repeated atter 12 weeks. In stages 3 and 4 the course of X-rays is 
given first, an erythema dose being given in two to four days. The method 
previously used of irradiating the pituitary gland as the first step in 
treatment has been gievn up. 

The Paris technique is the classical example of the application of a rela- 
tively low intensity for a comparatively long time, both for radium and 
X-rays. The vaginal application is made by means of a colpostat, two 
cylinders of cork, united by a steel connexion, which acts as a spring. 
Each cork contains 13.3 milligrams of radium, and when the colpostat is in 
position they fit snugly into the lateral fornices. As often as possible a 
third piece of cork, containing 6.6 milligrams, lies over the cervix; in 
some cases a fourth is added. The applicators are removed daily and the 
vagina douched. If the condition is satisfactory the cervix is dilated a 
little on the fourth or fifth day and the following day an applicator seven 
millimetres wide, and as long as the uterine cavity, containing 33.3 milli- 
grams is inserted. This is also removed and cleaned each day. The 
vagina and uterus are each treated for five days, the dose being 8,o00 milli- 
gram-hours. The method is very well known, but perhaps I may be 
forgiven for briefly describing it. Intra-uterine applications are never made 
in the presence of gross infection. Very infected cases have X-ray therapy 
or teleradium first, which, together with vaginal douching, effects a rapid 
improvement in the local condition. Coutard himself supervises the X-ray 
therapy, and the patients are exposed for up to three hours a day for three 
to six weeks. At his clinic I saw several patients, two of them classitied 
as stage 3, who were quite well from three to six years after X-ray therapy 
only. The same principle of long exposure to a low intensity is applied in 
treatment with the eight-gram bomb. At present this is being used 
instead of X-rays in most cases of carcinoma of the cervix. 

Results. Before giving a few figures published by the clinics of which I 
have spoken, I must remark that the comparison of statistics from different 
centres is most misleading. If one compares the figures for all cases one is 
open to the fallacy that the material at one clinic may be on the whole 
much better than that at another; while the comparison of figures for the 
several groups assumes, what is certainly not true, that each worker’s 
classing of cases is exactly the same. The following figures, therefore, are 
not of absolute value in assessing the success of the clinics. In every case 
I give the latest figures available. In no case are less than 200 patients 
included. 
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FIVE-YEAR SURVIVAL RaTEs. 


Stage Stage Stage Stage All 
I 3 4 cases 





Stoclelm: ki 0 a gs 58 14 


Marje<Sunie. ...0 (6. ak as 82 30 
RR cease pay eee ane 49 7 
TORS. ce) ce , EK iS 86 30 


From these figures it appears that at Stockholm and Munich about one- 
quarter of the patients are alive and clinically free from carcinoma after five 
years, at Paris and the Marie-Curie Hospital about one-third. I do not 
think that any clinic can show better results than the last two. The very 
high survival-rate at the Marie-Curie Hospital is especially interesting for 
several reasons. Firstly, because the Stockholm technique is used, with 
slight modification, the most important, in my opinion, being the application 
of a plaque high up in each lateral fornix, designed to irradiate the para- 
metria; in the second place, because these figures are taken from cases for 
which X-rays were not availab'e; and in the third place because the Marie- 
Curie statistics show a larger proportion of advanced cases than those of 
any of the other centres. 

Radiotherapy in carcinoma of the uterine body is perhaps more interest- 
ing, because more controversial. At Stockholm all cases are, treated with 
radium. Until two years ago the treatment was similar to that of carcinoma 
of the cervix. Recently, Heyman has evolved a method which consists in 
packing the uterine cavity tightly with capsules, each containing eight 
milligrams of radium. The amount he inserts is between 80 and 200 
milligrams, and the dose 2,600 to 4,000 milligram-hours, in two appli- 
cations. At least one vaginal treatment is given with the object of preventing 
the appearance of vaginal metastases. The physicist at Radiumhemmet is 
engaged in experiments to determine the intensity of irradiation reaching all 
parts of the uterus when this method is used. Each patient receives a course 
of X-rays after the radium treatment, similar to that given in carcinoma of 
the cervix. If symptoms reappear after the completion of the treatment 
panhysterectomy is performed if possible. 

At the Marie-Curie Hospital radium tubes in tandem are inserted to 
extend from the fundus to the external os. Two small applicators each 
attached to a length of wire are placed one in either cornu. These contain 
eight milligrams each. In addition, a plaque containing 20 milligrams 
is placed in each lateral fornix at the first two treatments. The uterine 
treatment is repeated twice. The usual intra-uterine dose is about 4,500 
milligram-hours. The vaginal dose is 1,760. It is worth noting that only 
two-thirds of the total dose is given to small senile uteri, and that direct 
irradiation of the external os is avoided to diminish the likelihood of a 
pyometra forming. 

In Munich the usual treatment is by means of an instrument consisting 
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of three cylinders with a filtration value equivalent to half a millimetre of 
silver. These are joined together in such a way that they can be introduced 
into the uterus in tandem, and then adjusted into the shape of an isosceles 
triangle, whose short side occupies the fundus and long sides converge on 
the internal os. The short side contains 15 milligrams of radium, the 
long ones 25 milligrams. A dose of 3,500 milligram-hours is given in 
54 hours. This is followed by a course of X-rays. The radium treatment 
is not repeated. In addition to the instrument described they are now 
experimenting with another which consists of three cylinders disposed length- 
wise in the uterus, the two lateral ones sprung on wires in such a way that 
when introduced they tend to occupy the cornua. All these methods, of 
course, aim at solving the problem of obtaining a more or less even irradia- 
tion of the uterus, 

In Paris carcinoma of the body is treated by operation whenever possible. 
In inoperable cases the classical technique for carcinoma of the cervix is 
carried out. Results: The five-year survival rate is as follows: Stockholm, 
46; Munich, 62; Paris, 15. 

The Marie-Curie Hospital has the late results of only a small number of 
cases. The workers there believe that the results of a good technique using 
combined radium, and X-rays are at least equal to the results of surgery. 

There is thus a very sharp difference of opinion about the values of 
radiotherapy in carcinoma of the corpus uteri. The results obtained at 
Stockholm and Munich are probably quite as good as the results of surgery. 
The Parisians, on the other hand, believe that carcinoma of the corpus uteri 
is a comparatively rare disease with a very low radiosensitivity, and are 
inclined to be sceptical about the admittedly very difficult diagnosis from 
curettings in other clinics. In this connexion it is interesting to note that 
over 30 slides of cases apparently cured in Stockholm were taken to Paris 
for the Congress of Radiology in 1932, where the Paris pathologist accepted 
all except one of the slides as carcinoma and two of three doubtful ones 
that had been rejected for statistical purposes by the Stockholm pathologist. 
The 15 per cent survival-rate obtained in Paris is not so bad when one 
remembers that only inoperable cases are treated by radiotherapy; and it 
seems to me possible that adenocarcinoma is less sensitive to a prolonged 
irradiation at low intensity, characteristic of the Paris school, than to a 
shorter erposure of a larger intensity, as used in the clinics apparently 
more successful with this type of case. This concludes my remarks about 
carcinoma of the body. 

The question of anaesthesia for these patients is interesting. In following 
the practice of the clinics for two weeks in Munich and five weeks in Paris 
I never saw an anaesthetic given, though in a few cases I thought it would 
have been advisable. In Stockholm evipan is given quite exceptionally. 
At the Marie-Curie Hospital a general anaesthetic is always given for the 
first application, and often for the subsequent ones. Probably the English 
temperament is less suited to the endurance of prolonged and sometimes 
difficult manipulations without anaesthesia. I find that about one-third of 
my cases suffer an unreasonable amount of discomfort if an anaesthetic 
is not administered, and now make a practice of giving either gas-and- 
oxygen, or evipan, both of which are very satisfactory, in every case in 
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which an intra-uterine application is to be made, except when the cervix 
is obviously patulous. 

The late local effects of radium therapy of the uterus are very worthy ot 
mention. Besides shrinkage of the vagina, which is almost constant, and in 
some cases practically amounts to obliteration, the troublesome late results 
are non-malignant ulceration of the bladder and rectum, both occurring 
from six to 12 months after treatment, and very liable to be diagnosed as 
extensions of the disease, with disastrous results. -I saw in Stockholm a 
circular ulcer about half an inch in diameter, in the base of the bladder, 
which would certainly have been taken for carcinoma by the unwary. 
Ulceration of the rectum is more common, and more difficult to deal with; 
characterized by intense rectal pain and bleeding, usually slight, but very 
prolonged, the condition can give rise to great anxiety. I saw in Stockholm 
a patient whose life had only been saved by a blood transfusion, and Dr. 
Heyman told me that one of his patients had actually bled to death. With 
the Paris technique these complications do not occur. 

Finally, a few words about the organization of a radiotherapy clinic may 
be of interest. Here, I think the Swedish practice is supremely efficient. 
Three clinics constitute a State service. The largest one, that at Stockholm, 
serves the city and its surroundings, practically the whole of the northern 
part of the country, and the island of Gotland. The cases are diagnosed at 
their local hospitals—in such a sparsely populated country often many 
hours’ journey from their homes—and sent in directly for treatment. Mis- 
diagnoses are surprisingly rare. Except those coming from the most remote 
districts, all cases report regularly for examination. The others are followed 
up at their local hospitals and come to Stockholm when any doubt arises; 
otherwise once a year. Travelling expenses are paid by the State if neces- 
sary and sleeping accommodation is arranged in Stockhoim. When one 
remembers that many of these patients have to face 12 hours’ journey from 
their homes to the railway, and then 24 hours or so by train, one feels that 
the system is marvellously efficient and the Swede astoundingly docile. 
Perhaps they attend so meekly and regularly because every patient knows 
that she has cancer. They are all instructed to write if they are not well 
enough to come at the appointed time. If they neither come nor write, 
they receive a letter of enquiry. If there is no reply to this, the nearest 
clergyman is asked to send a report. It is the duty of every priest in 
Sweden to keep a register of all the people living in his parish, so that it 
is always an easy matter to get in touch with patients through him. So 
efficient is the follow-up system in Stockholm that Dr. Heyman told me 
that he had only lost sight of one case since 1916, and after five years she 
wrote from the United States saying that she was well. 

Such perfection is almost beyond our dreams; but the average English 
clinic, drawing its patients in most cases from within a radius of 50 miles 
or so, ought to be able to follow up the very great majority of them. The 
method I adopt is to give to each patient on discharge an appointment 
card, with the first date entered. Her name and address are written at 
the same time in the out-patient clinic book and a note made if she does 
prot attend on the appointed day. Most of the defaulters come up the 
following week, or write to say why they cannot come. If they do neither 
of these things the after-care visitor goes to their homes to find out what 
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is wrong. At each attendance each patient is given the date of her next 
appointment written on her card, and at every clinic the out-patient book 
contains under that date the names of all the patients who should attend. 
The system is quite simple, and seems to work very well. 

Much that I have said in this paper inevitably covers very familiar 
ground, but I felt that I could not speak on the subject of carcinoma of 
the uterus without describing briefly the classical techniques, as well as 
those which are less well known, 

Mr. T. C. Crare said that he had used the Stockholm technique; he had 
found difficulty in keeping the cylinders in position, but packing with gauze 
soaked in vaseline helped in this. He had seen rectal stenosis as a late 
result. 

Professor Mites PuILiips questioned whether the ordinary gynaecologist 
was justified in employing radium treatment in these cases in the larger 
centres, since it had now become a speciality in itself. He had found 
avertin a very suitable anaesthetic. Before radium treatment was generally 
used he had had good results with Wertheim’s operation. He thought that 
operation was always best when possible in carcinoma of the uterine body. 

Mr. Epwarbs said that the difficulty in a small radium centre was that 
there was not a sufficient variety of needles available, but he doubted 
whether this fact was of great importance provided that the needles could 
be kept near to the growth: he had found a Zwanke’s pessary helpful in 
this. He found difficulty in deciding whether borderline cases were operable 
or not. He asked for opinions of the treatment of the glands, also on the 
advisability of removal of the uterus after radium treatment when reaction 
had been incomplete. 

Mr. S. W. Masten Jones said that owing to the small amount of radium 
at his disposal he used a modified Paris technique, inserting 1 by 25 milli- 
grams and 7 by 5 milligrams of radium needles for 48 hours, and 
repeating this in 10 days’ time. The results varied because individual growths 
varied in virulence. He occasionally still used Wertheim’s operation in cases 
which did not respond well. 

Mr. RicHMOND mentioned some of his early results with radon, which 
had been good. He thought that Wertheim’s operation was still best for 
early cases. 

Mr. C. A. Locurane said that he tied a self-retaining catheter in the 
bladder to enable tight packing to be put in the vagina to keep the needles 
in position. He had seen good results from a combination of radium and 
operative treatment in carcinoma of the body, also in endocervical 
carcinoma. 

Miss Wiitmort, replying, agreed as to the difficulty of keeping the 
needles in position. Some workers had an X-ray photograph taken imme- 
diately after their insertion and repeated this three days later. There was 
no movement of the applicators when the Paris technique was used: in 
this case they were not accurately fitted to the growth. 

Statistics showed that the results of operation in operable cases were the 
same as those for radium treatment. Operation was indicated in cases in 
which the response to radium was incomplete, also in adenocarcinoma of 
the cervix. It was always wise to precede operation by the use of radium 
or X-rays in order to clean the surface of the growth. 
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The treatment of inoperable lymphatic glands was unsatisfactory. The 
Brussels technique of opening the abdomen and itradiating the parametria 
was still occasionally used. 

Overdosage was always a danger: one’s aim should be to stimulate 
healthy tissue to destroy the growth slowly rather than to secure a rapid 
disappearance. 

The use of deep X-ray therapy should improve the results slightly: 
Paris reported a 10 per cent improvement after its use, but the Stockholm 
figures had not been altered. 





EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the above Society on 11th March, 1936, with the 
President, Dr. Douglas Miller, in the chair, Str Comyns BERKELEY read a 
paper on 


RaDIUM AND CANCER OF THE NECK OF THE UTERUS. 


He referred to the tragic and often unnecessary delay in making a 
diagnosis and instituting efficient treatment. In a group of cases he had 
investigated, he had found that the average time from the initial symptoms 
till a doctor was consulted was five months, and before proper treatment 
was established after diagnosis another five months elapsed. The blame 
therefore lay partly with the patient and partly with the medical profession. 
In an attempt to remedy! this Sir Comyns stressed first, the importance of 
disseminating knowledge indicating when menstruation was to be considered 
normal and advising vaginal examination if any irregularity developed. This 
should be done at post-natal clinics by leaflets and verbal instruction, by 
hanging a notice in gynaecological out-patient departments and educating 
midwives to spread the information and persuade women with irregular 
vaginal bleeding to consult their doctors. Secondly, he said not only was it 
the doctor’s duty to examine locally and investigate completely all cases of 
irregular vaginal haemorrhage, but all cervical erosions should be treated 
thoroughly and if they did not respond quickly, a biopsy was indicated. 
He fully realized the difficulties doctors faced, especially when blamed for 
making an unnecessary fuss when the findings proved negative. 

Recently the British Empire Cancer Campaign had set up a central 
propaganda committee, lectures being organized for the lay public to be 
given by local practitioners. This was at present being tried in certain 
districts. 

In considering the incidence of cervical carcinoma, Sir Comyns’s cases 
showed that 30 per cent occurred between the ages of 50 and 60, and child- 
bearing was an important precursor, 95 per cent of patients being married 
and the average number of pregnancies being 5.4. 

As to the actual technique he advocated: that a general anaesthetic 
should always be given because a more detailed examination was possible, 
and efficient application even with a multiplicity of applicators was by no 
means always easy. Whether or not X-rays should supplement radium 
treatment was still under debate. Heyman, of Stockholm, was not yet con- 
vinced of its benefit, but found the bomb had a definite place in cases 
of extensive disease. Theoretically, Sir Comyns felt it was sound, and it 
was now being undertaken as a routine at his clinic. 

Before reliable statistics, which were so needed, could be published, 
efficient follow-up systems, which meant much work and ingenuity, must 
be evolved and the preliminary examination and grouping of cases, the 
treatment and the follow-up examinations should only be made by the chief 
and his first assistant so that the same standards were, as far as possible, 
maintained. 
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To place a case in its proper group was often no easy matter, and in 
a difficult one Sir Comyns advocated upgrading as the proper course to 
follow, i.e. chose the group in which there was the greater chance of 
recovery. A bimanual examination did not always indicate the real amount 
of spread, for example,.to the bladder. On the other hand, parametrial 
masses suggesting malignant spread often turned out to be inflammatory 
in nature. Downgrading was liable to result in this latter type of case, 
and so statistics were falsified by improving both Stage I and Stage IV. 

Lastly, the only survival-rate of use for purposes of comparison between 
different centres was the absolute survival-rate, i.e. the calculation to be 
made from all cases seen whether treated or not. It would eliminate the 
effects of upgrading or downgrading and was vastly superior to comparisons 
of the gross or net survival-rate. 

The paper concluded with a statistical review of the cases dealt with at 
the London County Council’s Radium Centre for Cancer of the Uterus. 





